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CHRONIC COR PULMONALE* 


Cor pulmonale or pulmonary heart disease is 
an important cause of death. It is brought 
about in most instances by restriction of the 
pulmonary vascular bed caused by various 
diseases, most frequently emphysema with 
chronic bronchitis. This increases the work 
of the right ventricle and leads to its hyper- 
trophy and, ultimately, failure. 

There is little reliable information concern- 
ing the incidence of cor pulmonale. Routine 
mortality statistics, compiled according to the 
International Classification of Diseases, cannot 
at present provide satisfactory information on 
the frequency of cor pulmonale as this condi- 
tion is not properly identified in the Inter- 
national Classification of Diseases, having been 
allocated to the residual category 434.4 Un- 
specified Diseases of the Heart. Information 
from autopsies or hospital admissions show 
large differences, e.g. the incidence of cor pul- 
monale among hospital admissions for heart 
failure in Belgrade, Delhi, Prague and Sheffield 
ranged between 16% and 38%. 

Such great disparities in the incidence may 
reflect the inconsistencies in the diagnostic 
terminology. They may, however, be the ex- 
pression of real differences in various places. 
The Committee of Experts convened in 


CHRONIESE COR PULMONALE* 


Cor pulmonale of pulmonale hartkwaal is ’n 
belangrike oorsaak van die dood. In die 
meeste gevalle is dit die gevolg van ’n restrik- 
sie van die pulmonale vaskulére bedding ver- 
oorsaak deur verskillende siektes, meestal 
emfiseem gepaard met chroniese brongitis. Dit 
vermeerder die werk van die regterventrikel en 
gee aanleiding eers tot hipertrofie en uitende- 
lik tot versaking. 

Daar is min betroubare inligting oor die 
voorkoms van cor pulmonale. Roetine-sterfte- 
syferstatistieke, opgestel aan die hand van die 
Internasionale Klassifikasie van Siektes, kan 
op die oomblik geen bevredigende inligting 
oor die voorkoms van cor pulmonale verskaf 
nie, omdat hierdie toestand nie behoorlik 
geidentifiseer word in die Internasionale Klas- 
sifikasies van Siektes nie. Dit word bloot 
onder die oorblywende klas 434.4, Ongespesifi- 
seerde Hartkwale, saamgevat. Inligting verkry 
van lykskouings of hospitaaltoelatings toon 
aansienlike verskille. Die voorkoms van cor 
pulmonale onder persone wat vir hartversaking 
tot hospitale in Belgrado, Delhi, Praag en 
Sheffield toegelaat is, het byvoorbeeld gewissel 
van 16% tot 38%. 

Hierdie groot verskille wat voorkoms betref, 
is miskien ’n weerspieéling van teenstrydig- 


*Chronic Cor Pulmonale: Report of an Expert 
Committee. World Health Organization: Technical 
Report Series, 1961, No. 213. 35 pages. R 0.174. 


Pretoria: Van Schaik’s Bookstore (Pty.) Ltd., P.O. 
Box 724. 


*Chroniese Cor Pulmonale: Verslag van ’n 
Deskundige Komitee. Wéreldgesondheidsorganisasie. 
Reeks Tegniese Verslae, 1961. No. 213. 35 bladsye. 
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October 1960 by WHO therefore had first to 
provide a language for further discussion, 
defining chronic cor pulmonale, presenting a 
tentative classification and describing patho- 
physiology and criteria for diagnosis. The 
Committee, of which the Chairman was Prof. 
Dickinson W. Richards, Nobel Prize winner 
for medicine in 1956, defined chronic cor pul- 
monale as: 

‘Hypertrophy of the right ventricle resulting from 
disease affecting the function and/or the structure 
of the lung, except when these pulmonary altera- 
tions are the result of diseases which primarily 
affect the left side of the heart or of congenital heart 
disease.’ 

This definition is based on the morbid 
anatomy which provides the only characteristic 
common to all patients at all stages of the 
disease. Clinical demonstration of the right 
ventricular hypertrophy is easier in chronic cor 
pulmonale secondary to vascular diseases (such 
as primary pulmonary hypertension, pulmonary 
thrombosis or embolism) than when the under- 
lying cause lies in primary disease of the lung 
or thoracic cage (such as chronic bronchitis, 
emphysema, pneumoconioses or deformities of 
the thorax). These are much more common 
than the primary vascular involvement of the 
lungs, and the chief features are symptoms of 
the pulmonary disease, while the co-existing 
vascular and cardiac involvement is frequently 
masked by changes in breathing. For these 
reasons the Committee described the clinical 
recognition of chronic cor pulmonale in these 
2 groups separately. 

The Committee also discussed the general 
principles of therapy and prevention of chronic 
cor pulmonale. When the primary disease is 
due to specific disorder such as tuberculosis 
or schistosomiasis, there are effective methods 
of preventing these. Pneumoconioses can be 
prevented by avoiding dust exposure. The 
effective prevention in the major group of the 
underlying lung diseases, such as chronic 
bronchitis or emphysema, is limited by the in- 
sufficient knowledge of the importance of per- 
sonal or environmental factors. Nevertheless, 
the Committee felt that there is some evidence 
concerning the unfavourable effect of smoking, 
air pollution and infection on the development 
and course of the afore-mentioned diseases of 
the lungs. The Committee also indicated 
broadly the kind of research which is most 
urgently needed, and stressed the role of WHO 
in promoting the comparable nomenclature, 
classification, criteria and methodology, con- 
vening meetings of an international character 
and encouraging studies in which an inter- 
national approach is needed, suchas com- 
=" field surveys in different parts of the 
world. 
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hede in die diagnostiese terminologie. Dit kar 
egter ook ’n aanduiding wees van werklike 
verskille op verskillende plekke. Die Komitec 
van Deskundiges wat in Oktober 1960 deu: 
die Wéreldgesondheidsorganisasie byeengeroep 
is, was derhalwe verplig om eerstens ’n termi- 
nologie vir gebruik tydens verdere besprekings 
op te stel, en eers daarna kon hulle ’n voor- 
lopige klassifikasie aanbied en die patofisiologie 
en maatstawwe vir diagnose beskryf. Dic 
Komitee onder die voorsitterskap van prof. 
Dickinson W. Richards, Nobelpyrswenner vir 
geneeskunde in 1956, het chroniese cor pul- 
monale soos volg omskryf : 

‘ Hipertrofie van die regterventrikel voortvloeiende 
uit siekte wat die funksie en/of struktuur van dic 
long affekteer, behalwe wanneer hierdie pulmonale 
veranderings die gevolg is of van siektes wat in die 
eerste en vernaamste plaas die linkerkant van die 
hart aantas, Of van aangebore hartkwaal.’ 

Die omskrywing is gegrond op die morbiede 
anatomie wat die enigste gemeenskaplike kenmerk 
van alle pasiénte op alle stadiums van die siekte 
verskaf. Kliniese demonstrasie van regterventrikel- 
hipertrofie is makliker in gevalle van chroniese cor 
pulmonale as ’n sekondére verskynsel van vaskulére 
kwale (soos primére pulmonale hipertensie, pul- 
monale trombose of embolie) as wanneer die grond- 
oorsaak opgesluit 1é in ’n primére kwaal van die 
long of die borskas (byvoorbeeld chroniese bron- 
gitis, emfiseem, pneumokoniose of misvorming van 
die bors). Hulle word veel meer dikwels aangetref 
as die primére vaskulére verwikkeling van die longe, 
en die vernaamste kenmerke is simptome van pul- 
monale siekte, terwyl die daarmee gepaard gaande 
vaskulére en hartverwikkeling dikwels deur ver- 
anderings in die asemhaling verberg word. Om 
hierdie redes het die Komitee die kliniese herken- 
ning van chroniese cor pulmonale afsonderlik in 
hierdie 2 groepe omskryf. 

Die Komitee het ook ingegaan of die algemene 
beginsels vir die behandeling en voorkoming van 
chroniese cor pulmonale. Wanneer die primére 
siekte te wyte is aan spesifieke kwale soos tuberku- 
lose of schistosomiase, is daar doeltreffende metodes 
om hulle te voorkom. Pneumokoniose kan voorkom 
word deur blootstelling aan stof te vermy. Doel- 
treffende voorkoming in die belangrikste groep 
onderliggende longkwale, soos chroniese brongitis of 
emfiseem, word bemoeilik deur ’n gebrek aan kennis 
van die belangrikheid van persoonlike en omge- 
wingsfaktore. Nietemin is die Komitee die mening 
toegedaan dat daar ’n sekere mate van regverdiging 
is vir die veronderstelling dat die rook van tabak, 
die besoedeling van lug, en infeksie ’n nadelige 
effek op die ontwikkeling en verloop van boge- 
noemde longkwale kan uitoefen. Die Komitee het 
ook ’n breé aanduiding gegee van die soort navor- 
sing wat dringend nodig is, en het klem gelé op die 
rol wat die Wéreldgesondheidsorganisasie kan spec! 
by die bevordering van ’n vergelykbare terminologi:, 
klassifikasie, maatstawwe en metodologie, by diz 
belé van internasionale vergaderings, en die aan- 
moeding van studies wat ’n internasionale benadering 
noodsaaklik maak, soos byvoorbeeld vergelykende 
veldopnames in verskillende dele van die wéreld. 
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ULCERATIVE COLITIS 


ITS MEDICAL TREATMENT, WITH EMPHASIS ON DIET, ANTIBIOTICS, CORTICO- 
STEROIDS AND PSYCHOTHERAPY* 


LouIs MIRVISH, M.D., M.R.C.P.+ 


Late Senior Physician at Groote Schuur Hospital, Cape Town 


Ulcerative colitis is probably the most difficult 
disease of the gastro-intestinal tract to treat. 
There have been great advances in its treat- 
ment in the past 10-15 years, but without 
knowledge of the cause of the disease, much 
of the therapy remains empirical. The ad- 
vances have largely been due to the employ- 
ment of 3 agents: antibiotics, the steroids and 
psychotherapy apart from advances in surgical 
technique. 


TYPES OF ULCERATIVE COLITIS 


Cases of ulcerative colitis can broadly be 
divided into 2 main types: 

Type 1. The pathological lesion is limited to the 
rectum and distal colon; 

Type 2. The whole colon is involved. 


Type 1: Involvement of the Rectum and 
Distal Colon Only. The lesion may remain 
localized to the rectum or it may also involve 
the left half of the colon. These cases tend 
to run a cyclical course, periods of active 
symptoms alternating with periods of remis- 
sion. The periods of activity may last from 
a few days up to many months, and the remis- 
sions may last from a few months up to a year 
or two, Or sometimes even longer. 

This type of case tends to run a mild course. 
Generally there are no constitutional symptoms 
(pyrexia, leucocytosis, raised erythrocyte sedi- 
mentation rate, loss of weight or evidence of 
malnutrition). Some cases, however, may 
develop anaemia. Most of these patients, 
especially those in whom the lesion remains 
limited to the rectum, never have to resort to 
bed and can carry on their usual occupations. 
Surgical interference is rarely required and the 
condition is not fatal. 

Type 2: Involvement of the Entire Colon. 
In these cases the lesion spreads to involve 
the whole colon. The clinical picture also 
changes. The cyclical alternation of attacks 
and remissions is no longer evident and the 


* Based on a paper delivered to the First Scientific 
Congress of the Association of Physicians of South 
Africa, held in Cape Town, 1959. 

+ Deceased. 


symptoms tend to become continuous. Con- 
stitutional symptoms occur, sometimes of a 
very grave nature. Pyrexia, rigors, profound 
anaemia, serious wasting and malnutrition may 
develop, while locally there may be stenoses, 
fistulae and perforation. Some cases in this 
group have to come to surgery, and the mor- 
tality may also be considerable. A small num- 
ber of cases develop a serious fulminating 
variety of the disease. 

In addition to these 2 main types, there is 
the segmental or regional type, in which the 
pathological process starts in, and may remain 
localized to, a portion of the colon other than 
the distal colon. There is also the so-called 
enterocolitis type or ileocolitis, in which there 
is an involvement of the ileum as well as the 
colon. 

The type of the disease thus determines the 
prognosis. As long as the lesion remains 
localized, the disease runs a cyclic course and 
usually remains mild, but when the whole 
colon becomes involved, the disease is con- 
tinuous and generally shows serious manifes- 
tations. 

Bockus et al.’ reported in 1956 on a series 
of 182 cases seen during 26 years; 15% of 
the cases were limited to the rectum and sig- 
moid, 21% were in the left colon, and in 
48% the whole colon was involved. In addi- 
tion 6% were of the segmental or regional 
type and 9% were described as enterocolitis. 
In 40 cases which I have seen during the last 
4 years, 6 (15%) involved the rectum only, 
8 (20%) involved the left half of the colon, 
and 24 (60%) involved the entire colon. There 
was also one case of segmental involvement 
and one of enterocolitis. 


PATHOLOGY 


Our knowledge of the pathology of ulcerative 
colitis has recently been extended consider- 
ably, due largely to the detailed histological 
work of Lumb and Protheroe® and the serial 
biopsy technique of Truelove.* 

The mucosa of the large intestine has a 
smooth surface with no villi. The crypts of 
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Lieberkuhn are straight tubules which, in the 
rectum, lie parallel and close to each other. 
The free snes between the openings of the 
glands is lined by simple columnar epithelium. 

The earliest active lesion develops in the 
bases of the crypts, where neutrophils are 
found passing between the lining cells to 
accumulate inside the lumen. Then small 
erosions or ulcers are produced by the break- 
down of epithelial cells at the bases of the 
crypts, and continuity is established between 
the lumen and the submucosa. The accumula- 
tion of neutrophils, eosinophils, red cells, 
serum and mucus in the lumen of the crypt 
constitutes the ‘crypt abscess’. The essential 
lesion of ulcerative colitis thus seems to lie in 
the degeneration and necrosis of the columnar 
epithelial cells in the crypts of Lieberkuhn. 
There follows a failure of repair and subse- 
quent secondary infection, which produces an 
extension of the inflammatory process. 

The lesion in the crypts of Lieberkuhn may 
in turn be a phenomenon of tissue hyper- 
sensitivity, due possibly to an immunological 
mechanism. McGovern and Archer’ found 
an increased number of mast cells in the 
bowel wall in ulcerative colitis. They con- 
sidered the disease to be due to an excessive 
release of histamine. In support of this view 
is the fact that the mucosa responds to light 
stroking by ready formation of a wheal.’ This 
observation constitutes a useful diagnostic test 
for the disease, operative even during periods 
of apparent remission. 

In view of the work described, the older 
theories can no longer be entertained, e.g. in- 
fection by an unidentified organism, the lyso- 
zyme and mucinase theories or the avitamin- 
osis theory. The burden of guilt has been 
thrown on to the mucosal tissues themselves. 


TREATMENT 


1. General Measures: Blood Transfusions, 
Nutrition and Sedation. It is necessary to 
restore the nutritional state of the patient to 
normal. If there is anaemia, blood transfu- 
sions are given until the blood count is 
normal. It is generally not realized how 
much protein may be lost in a severe stage of 
ulcerative colitis with diarrhoea, and loss of 
blood and intestinal secretions. The daily pro- 
tein loss may, in fact, be the same as in a 
case of first degree burn, and hypoproteinaemia 
is common. Hence side by side with attempts 
to stop the diarrhoea and loss of blood, every 
effort must be made to ensure that the patient 
feeds well. This may be particularly difficult 
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as he may be nauseous or vomit on eating; 
suffer from abdominal pain aggravated on 
taking food, or he may simply be apathetic, 
non-cooperative and difficult to manage. 

The diet should be very rich in protein, low 
in residue and high in calories. Protein is 
best given as meat, eggs, cheese and aminoacid 
— Fried and greasy foods should 

avoided as well as all raw salads and fruit. 
The only vegetables allowed should be rice 
and potatoes. Bread and butter should be given 
in large amounts. Milk is usually not well 
tolerated and has been omitted in most cases. 
As many as 20 whites of egg a day may be 
given in stewed apples in the form of ‘apple 
snow’; 1-2 lb. of meat a day can be given 
as grilled mince balls (no added fat); 6-8 oz. 
a day of a palatable aminoacid preparation 
can be given in orange juice, water, soups or 
skimmed milk. Extra vitamins (especially B) 
are also given and the electrolyte imbalance 
may have to be corrected. Iron by mouth is 
usually not tolerated. The psychological im- 
portance of getting the patient to eat well, 
and the methods used to attain this end, are 
discussed under Psychological Treatment. 

The patient should have adequate rest. 
Sedatives are usually indicated. Largactil has 
also been found to be very useful. 

2. Antibiotics. Only those of us who had 
to treat cases of ulcerative colitis many years 
ago, will appreciate the revolution which set 
in with the introduction of antibiotics. What 
was then often a hopeless situation has now 
been changed into an occasion for energetic 
action. Infection of the bowel follows secon- 
dary invasion by a great variety of organisms, 
so that there is no specific antibiotic for the 
condition. 

The simplest oral antibiotics are the insol- 
uble sulphonamides, e.g. phthalyisulphathia- 
zole (Thalazole, Sulphathaladine), Sulphagua- 
nidine or Sulphasuxidine. My personal pre- 
ference is for the thiazole. Svartz’ has 
claimed very good results for salicylsulphapy- 
ridine (Salazopyrin, Azulfidine). 

If the sulpha drugs are not tolerated or do 
not control the symptoms, one has to use 
other antibiotics. The most useful is tetra- 
cycline, which has a systemic effect and is 
therefore also of value in those cases where 
the evidence of systemic infection is promi- 
nent. In the latter type of case, a course of 
penicillin and streptomycin is often very useful 
on initiating treatment, in combination with 
an oral antibiotic. In severe and resistant 
cases one tries the whole gamut of antibiotics 
and I have used Chloromycetin, Erythromycin 
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and Neomycin for short periods. However, 
antibiotics have frequently to be employed for 
very long periods, and hence the safest drugs 
are the insoluble sulphonamides, with tetra- 
cycline compounds as the next best. The other 
drugs have to be used with more caution. 

3. Corticotrophin and Corticosteroids. The 
introduction of corticotrophin and the cortico- 
steroids has also revolutionized the treatment 
of ulcerative colitis. There is no doubt that 
in many cases their judicious use can initiate 
a remission. 

In my own experience the use of ACTH is 
superior to cortisone or prednisone. I have 
seen several cases where the patient did not 
respond to the latter, but then responded to 
ACTH. ACTH is injected in doses of 20 units 
4 times a day. In 3 ambulatory cases I have 
used with success one of the new long-acting 
pteparations of ACTH, which requires only 
one injection in 24 hours. The dosage of 
prednisone and prednisolone is the usual 20 
mg. a day (a 5 mg. tablet 4 times a day) but 
in severe cases and at the initiation of treat- 
ment I have on occasion employed very much 
larger doses. The ACTH or cortisone prepa- 
ration has usually been administered for 2-6 
weeks. 

Truelove® introduced the use of hydrocorti- 
sone hemisuccinate as a rectal drip in the 
milder, distal type of ulcerative colitis. The 
drug (100 mg.) is dissolved in 150 c.c. saline 
in a Vacoliter flask connected by a drip tube 
to a catheter, which is inserted into the rec- 
tum. The solution is allowed to drip slowly, 
while the patient lies in bed at bedtime, and 
the solution is then retained for the night. A 
course consists of 14 nightly rectal infusions. 
I have used this rather expensive method on 
3 patients with good results. 

In 3 cases where the lesion was limited to 
the rectum, I have recently, on the advice of 
Dr. Truelove, employed hydrocortisone hemi- 
succinate in the form of suppositories. In 2 
cases a remission was induced, but in the third 
case it failed. 

I have always given oral antibiotics to all 
cases receiving ACTH or steroids. 

All experience so far shows that the steroids 
may induce a remission of an acute attack, but 
they apparently cannot suppress the occur- 
rence of further relapses. 

4. Psychotherapy. In the last 15 years many 
investigations have emphasized the importance 
of psychological factors in the disease (e.g. 
Groen and van der Valk,’ though opinion is 
sharply divided on this issue. It is in practice 
very difficult to prove the association between 
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the occurrence of attacks of ulcerative colitis 
and psychological factors, and it is equally 
difficult to deduce that a patient’s improvement 
has followed on a certain course of psycho- 
therapy. The difficulty lies in the unpredict- 
able course of the disease, so that fluctuations 
in the disease cannot with certainty be ascribed 
to psychological causes. None the less, in 
some cases such as that described below, the 
apparent influence of psychological factors is 
sO prominent that one cannot help being im- 
pressed. 

Case No. 1. A European woman, aged 22, 
lived on a farm and was very unhappy with 
her husband. In June 1954 her husband 
attempted to push her over a cliff. This was 
followed by a ‘nervous breakdown’ for which 
she was treated in a country hospital for 14 
days. During this time she was confused and 
delirious at times. Two weeks after discharge 
from hospital she noticed blood in the stools 
for the first time. During the following 5 
months blood and mucus appeared in the 
stools at frequent intervals, but she had no 
diarrhoea or other symptoms. In December 
1954 her husband attempted to shoot her. 
Shortly after this her stools became more fre- 
quent until she was passing 20 stools a day, 
containing much blood and pus. From January 
to June 1955 she was admitted on 4 occasions 
to a country hospital for treatment, and in 
June 1955 she came under my care at Groote 
Schuur Hospital. She proved to be a very 
severe case of ulcerative colitis involving the 
whole colon. In spite of the severity of her 
condition, she improved on treatment, and left 
hospital after 3 months. She has remained 
perfectly well since. It is difficult to estimate 
how much of her improvement can be attri- 
buted to the subsequent divorce from her hus- 


band. 


On the psychotherapeutic side, one of my 
patients who received a course of sustained 
psychotherapy at the hands of a trained psy- 
chiatrist, seems to have benefited greatly from 
the treatment. In the following remarkable 
case a short course of hypnosis brought about 
a dramatic improvement. 


Case No. 2. C. J., a Coloured woman aged 
22, had developed ulcerative colitis 4 years 
before. She had attacks in 1952 lasting 4 
months, and in 1953 lasting 6 weeks, and was 
admitted for the third time to hospital in 
October 1956 for a recurrence of bleeding 
during the previous 3 months. She had a 
fairly severe attack and X-rays showed that 
the distal colon was involved up to the splenic 
flexure. Her haemoglobin was 6.5 g. % on 
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admission and she required 6 pints of blood. 
She had much diarrhoea, abdominal pain and 
passage of blood. 

In spite of intensive therapy she showed no 
improvement. She was given Sulphathalidine, 
then Tetramycin and Chloromycetin, pheno- 
barbitone and Largactil—the latter by mouth 
and by injection—and Meticorten 30 mg. a 
day. She became worse and after 4 weeks 
she had lost a further 9 lb., was anaemic again 
and required 3 more pints of blood. The 
diarrhoea and the abdominal pain were worse. 
She was vomiting a great deal and could not 
keep anything down, so she had to be given 
intravenous fluids for a time. The sigmoi- 
doscopic appearance also showed a progressive 
deterioration during the 4 weeks. 

I then enlisted the services of Dr. E. Mills 
(a house physician at the hospital) who had 
special training in hypnosis. In the first ses- 
sion she revealed some of her conflicts. It 
appeared that she was living with a man who 
was already married and that she had had 2 
child by another man in the past. She felt 
guilty about her conduct as she had been 
brought up in a Roman Catholic convent. 

On the next day a dramatic improvement 
was noted. Her vomiting stopped, she deve- 
loped an appetite, became cheerful and the 
abdominal pain disappeared. During the next 
5 days she received 2 more hypnotic treat- 
ments and was discharged 7 days after the 
first hypnotic treatment. She was bright and 
cheerful, had little diarrhoea and passed very 
little blood, but what was most remarkable was 
the marked improvement of the sigmoido- 
scopic appearances during that week, the rectal 
mucosa showing a marked reversal to the 
normal appearance. 

Every physician is conscious of the indirect 
psychotherapy exerted through the attention 
given to the patient. One can, however, 
exercise an effect on the patient by a more 
conscious approach and management. I 
successfully treated 7 patients, all of whom 
had been desperately ill with ulcerative colitis. 
The whole colon was involved in all of them, 
they all had constitutional symptoms, pyrexia, 
severe anaemia requiring repeated blood trans- 
fusions, and marked loss of weight. Five of 
the 7 patients were candidates for surgery and 
in most other centres they would have been 
operated on at that stage. All the patients 
recovered from the acute attack, 4 have since 
been perfectly well, 2 have had mild recur- 
rences and the seventh had a severe recurrence 
2 years later, for which she had to have a 
colectomy. When I reviewed these 7 success- 
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ful cases and compared them with other un- 
successful cases, it seemed that success was not 
due to the drug therapy (a multiple therapy 
was common to all the patients), but the 
nature of my own approach to the patient. In 
essence I had combined a firm approach with 
an intensive personal attention. 

I then applied this approach consciously to 
6 other patients, comprising 3 severe cases 
(type 2) and 3 mild cases (type 1). All the 
patients did very well and recovered from 
their attacks. My clinical impression is that 
this approach works well. 

The following describes how this approach 
is exercised through the attitude of the nurse 
and the doctor. It is best to put the very ill 
patients in a general ward and not in a private 
room. Visitors from home should not be 
allowed at first. The patient is put in charge 
of a particular senior nurse, who has had ex- 
perience in dealing with such cases. It is most 
important for the doctor and the nurse to exert 
their personality, and influence the patient to 
start eating. If successful, this not only recti- 
fies the nutritional deficiency, but also seems 
to overcome a psychological crisis. When the 
patient begins to eat well, it would appear that 
he has determined to combat his troubles and 
overcome the disease. 

The chief function of the nurse is to super- 
vise the meals. The best arrangement is for 
the food not to be prepared by the dietitian, 
but in the ward kitchen. In this way the nurse 
can supervise the details and she can prepare 
and modify the meals to suit the whims of the 
patient. If the patient refuses one item of 
food, the nurse can tempt him with an alter- 
native dish. If a meal is not eaten well, she 
may supply sandwiches or other articles of diet 
at short intervals. At first one has to give 
up the attempt to feed the patient at the 
regular meal-hours. A competent nurse can 
make the recalcitrant patient take nourish- 
ment. She may have to cajole, flatter or be 
stern. She has to exert the full force of her 
personality to influence the difficult patient. 

The most important psychotherapeutic effort 
is, however, carried out by the doctor. At the 
very first interview the patient must be made 
to realize that the doctor is the master of 
the situation. It is important to establish this 
relationship at the first consultation, and main- 
tain it by frequent contact. By a combination 
of kindness and sympathy on the one hand, 
with firm handling on the other, the patient is 
made to realize that he has met his master. 


By the time the patient comes under one’s 
supervision, he has often had so many forms 
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of treatment, so many vacillations and changes 
of drugs, and he has usually heard so much 
about the prospects of the disease, that he is 
not easy to influence. He must be made to 
feel that he is in firm, safe and sympathetic 
hands. 


He must be seen at frequent intervals in the 
eatly stages and every little symptom must 
be elicited and attended to. It is remarkable 
how much can be achieved even in a few days 
with this sort of approach. I have often found 
it useful to confront the severely ill and hope- 
less patient with other patients who have been 
through a severe stage of the illness and have 
recovered. 


The foregoing statements apply to the 
gravely ill patients; in milder cases that degree 
of attention is not required, but the same 
principles hold true. 


The firm handling required for ulcerative 
colitis patients may be summarized as the 
‘bullying’ technique. This aspect of treat- 
ment is illustrated by the following examples: 

Mrs. A. W. talked to me in a whisper, so I 
shouted at her to talk loudly. 

Mr. P. U. feared the sigmoidoscopy and com- 
plained that it hurt, so he was deliberately bullied 
into accepting the sigmoidoscopy, and also into 
eating well. 

Mr. X. welcomed a rational discussion about his 
work because (as was realized later) he was on safe 
ground. Eventually I found his weak point, viz. his 
association with his foster mother (Nanny). He 
was then scolded and made to feel guilty for not 
disclosing this relationship. 

With Dr. Y. I tried (not too successfully) to be 
a little aloof and to impress on the patient that 
he should not treat himself, as he had been doing, 
ot that I knew more about his condition than he 
id. 

In the case of Miss L., another doctor insisted 
on comforting her, so I shouted at the doctor in 
front of the patient to stop the comforting. 

Particular emphasis was placed in all cases on 
bullying the patient to eat well. 

The ‘bullying’ technique adopted for cases 
may be contrasted with the ‘sandbagging’ 
treatment recommended for peptic ulcer (re- 
moval of worries and responsibilities, together 
with heavy sedation), and the ‘coddling’ treat- 
ment recommended for cases of spastic colon 
(taking the patient’s ailments seriously and 
giving him sympathy). 

5. Surgery. Surgery is indicated in those 
cases who develop such complications as per- 
foration, fistula formation and obstruction and, 
of course, where carcinoma exists. The real 
difficulty arises in the decision whether to 
operate on a patient who is not making pro- 
gress or is actually getting worse on medical 
treatment. How long should one persist with 
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medical treatment before deciding on opera- 
tion? That is the question that arises in every 
serious case, and there is no hard and fast rule 
to help one make this difficult decision. When 
a successful result has been achieved with one 
very difficult case, there is the temptation to 
delay surgery in the next similar case. On the 
other hand, there is the knowledge that undue 
delay may jeopardize the chances of successful 
surgery. Each case has to be decided indivi- 
dually, but I feel that almost every case 
should be given a chance of intensive medical 
therapy before operation is decided on. The 
percentage of cases operated on varies greatly 
in different centres. In our series 5 cases out 
of 40 (12%) were operated on, as compared 
with 20-60% in other centres (e.g. 40% of 
the cases reported by Bockus e¢ al.).' 

The type of operation carried out nowadays 
is a one-stage colectomy with ileostomy. In 
most cases the rectum has to be removed after- 
wards and the patient is left with a permanent 
ileostomy. The operation is nowadays fairly 
safe and in good hands excellent results are 
achieved. The new ileostomy bags have made 
the life of the patient much more comfortable. 

6. Treatment of Abdominal Pain and 
Vomiting. In some patients abdominal pain 
may become very prominent and troublesome. 
Another symptom which may develop is nau- 
sea, often associated with vomiting, which not 
only greatly exhausts the sick patient, but 
interferes with food and fluid intake and may 
thus lead to serious malnutrition. 

In my experience these 2 symptoms occur 
only in those-patients who suffer at the same 
time from the spastic colon syndrome. When 
a patient who happens to suffer from the spas- 
tic colon syndrome, develops ulcerative colitis, 
then the spastic colon symptoms may become 
very prominent. Such a patient develops ten- 
derness over the areas of the colon, chiefly 
over the caecum and the descending colon, 
and at the same time he has much abdominal 
pain, frequently associated with nausea and 
vomiting. These symptoms and physical signs 
are due to the spastic colon, and are not found 
in other patients who are equally ill with 
ulcerative colitis, but do not have a spastic 
colon. 

The treatment of the pain, nausea and 
vomiting is the treatment of the spastic colon. 
I use sedatives (a mixture containing bromide, 
phenobarbitone and belladonna), Largactil 
(about 100 mg. a day) and the continuous 
application of heat to the abdomen. 
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SUMMARY 


The treatment of ulcerative colitis is reviewed 
in the light of experience with 40 cases. 

The disease is classified into 2 main types, 
on the basis of the localization of the lesion 
and the severity of the symptoms. 

The essential lesion is an excessive destruc- 
tion of cells in the crypts of Lieberkuhn, 
leading to secondary infection. 

Treatment by blood transfusions and seda- 
tives is discussed, a suitable high protein diet 
is outlined and the role of the insoluble sul- 
phonamides and other antibiotics, and of the 
corticotrophins and corticosteroids, is consi- 
dered. 

Case histories are outlined which illustrate 
both causative psychological and psychothera- 
peutic aspects. Stress is laid on the indirect 
psychotherapy exerted by the doctor and the 
nurse during the course of treatment. A firm 
‘bullying’ approach is recommended, com- 
bined with an intensive personal attention. 
Special emphasis is laid on influencing the 
patient to eat well. 

The problem of when to recommend surgery 
is considered. 
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The abdominal pain, nausea and vomiting 
which are sometimes found with ulcerative 
colitis, are attributed to a concomitant spastic 
colon, and appropriate treatment is recom- 
mended. 
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THE SHIFTING EMPHASIS IN CONTEMPORARY PSYCHIATRY 


ProF. L. VAN DER Horst 
University of Amsterdam, Amsterdam, The Netherlands 


In as far as psychiatry analyses and classifies 
the psychical and somatic manifestations of 
mental disease, it is of a purely empirical and 
clinical character. However, when psychiatry 
enters the field of man’s spiritual life, his 
inner conflicts, his instincts, his responsibility, 
it enters into other areas, in which psychiatry 
has to come to grips with questions of a 
metaphysical nature. 

When the study of psychoses and neuroses 
assumed a scientific character early during the 
last century and when particularly the 
specialist in internal medicine and the physi- 
ologist occupied themselves with the search 
for the ultimate cause of these diseases, two 
lines of approach developed in the scientific 
practice of psychiatry, viz. the approach 
guided chiefly by the laws of physical sciences 
and the philosophical-psychological approach. 
All this changed towards the end of the last 
century when, under the influence of impor- 
tant discoveries in physics which yielded new 
and great inventions almost daily, the ques- 


tions considered and the methods used in the 
field of psychiatry also changed. Psychiatry 
became a physico-biological discipline and 
mental disease was regarded as merely a mani- 
festation of cerebral processes. Griesinger re- 
ferred to the Geisteskrankheiten as Gehirn- 
krankheiten. 

After World War I this approach, which 
more or less had been completely determined 
by clinical internal medicine, reached a turn- 
ing-point. The influence of Jaspers, and sub- 
sequently the influence of Heidegger brought 
to the fore an approach which was diametri- 
cally opposed to the ‘cerebrology’ of Warten- 
berg and others. Binswanger, Zutt, Erwic 
Strauss and Boss—to mention only a few—- 
believed that a fuller understanding of mentz! 
disturbances could be attained with the aid 
of psychical methods. It was maintained tha‘ 


Freud’s psychoanalysis, phenomenological dept!: 
psychology, would yield more satisfactory re- 
sults than the previously used physiologica! 
and anatomical procedures. The concept of 
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existence was placed in the centre of think- 
ing; anxiety was regarded as the road leading 
to the various disturbances seen in neuroses 
and psychoses. The basic disturbance in 
schizophrenia was believed to consist of a 
process of impoverishment, leading to an 
emptiness. It was an existential matter, mani- 
festing itself in fearful vistas of nothingness 
and alienation, in the acute experience of dis- 
integration of the own world and in the com- 
plete inability of self-realization. 


This turn of events was less satisfactory to 
those who had regarded psychiatry as a 
medical discipline. Under the influence of 
psychoanalysis and existentialism the gap be- 
tween psychiatry on .the one hand and 
neurology on the other hand widened. The 
specialist in nervous diseases at the beginning 
of this century prided himself in being first 
of all a physician. The great emphasis on 
the existential analytical approach resulted in 
a dichotomy of the field of neuropsychiatry 
into a psychiatric and a neurological branch 
of practice. This development lasted until the 
middle of this century. 

As a reaction, or perhaps because of a 
return to a previous procedure, we witness at 
present again new horizons in psychiatry. A 
change has occurred, which resulted in a shift 
of emphasis from psychopathology to neur- 
ology, from existential analysis to biology, 
from the study of the subjective experience 
to the study of the behaviour pattern and 
from the descriptive to the experimental pro- 
cedure. 

Confining ourselves, to begin with, to ex- 
perimental psychiatry, we find that experi- 
ments are being made in animals and with 
or in human subjects, in an attempt to de- 
scribe artificially produced psychotic behaviour 
and to exert a therapeutic influence on it. In 
the animal experiments a study is made (as 
has been previously done) of the behaviour 
seen after certain lesions have been inflicted 
on the central nervous system. Very interest- 
ing phenomena have thus been observed. 
When part of the cerebral cortex (i. one 
third of the extreme occipital part) of rats 
is removed, the animals in question prove to 
be better capable of carrying out various ex- 
perimental tasks (e.g. the double terrace test) 
than rats with an intact cortex. In other 
experiments animals were placed in a con- 
ditioned reflex situation. It was found that, 
although these conditioned reflexes were de- 
stroyed as a result of removal of part of the 
cerebral cortex, all could be restored by con- 
ditioning within the same time as had been 
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required before decortication. The possible 
conclusion to be derived from this fact can 
be left undiscussed; the experiments partly 
speak for themselves: they provide insight 
into normal and disturbed human and animal 
behaviour. 

Human and animal behaviour is studied in 
clinics and laboratories, not only in surgical 
experiments but also with the aid of psycho- 
tropic drugs. Considerable prudence should 
be observed in the use of terminology in this 
respect. The pharmacologist who discusses 
experimental neurosis in an animal refers to 
a condition which is not comparable with 
human neurosis in every respect. The same 
holds true for the psychoses experimentally 
produced in man with the aid of mescaline 
and LSD. These so-called ‘ model psychoses ’ 
certainly constitute an aid in studies concern- 
ing the possible aetiology and treatment of 
psychoses. The question remains, however, 
whether the changes in behaviour in the form 
of autonomic reactions, the experimental cata- 
tonia, pharmacological pareses and motor un- 
rest are identical to those occurring in psy- 
choses and neuroses in man. This need not 
restrain us from attempts, at least, to make 
a first step in the analysis of behaviour in 
connexion with the chemism of the central 
nervous system. 

Giagombi (Stockholm) succeeded in de- 
termining the acetylcholinesterase concentra- 
tion of circumscribed nerve fibres by means 
of a special, very delicate technique. In the 
anterior horn cells of the spinal cord, he found 
a significent difference in the quantities of this 
enzyme, dependent on whether they belonged 
to the efferent or to the afferent system. 


Bradley used depth electrodes to determine 
the extent to which, in the brainstem in cats, 
chlorpromazine does or does ‘not block cer- 
tain substances. He found that the effect of 
LSD was completely neutralized, thus present- 
ing physiological proof of a long established 
experimental clinical fact. The effect of 
amphetamine, too, was completely inhibited. 
The reverse was the case, however, with 
physostigmine and atropine. No effect of 
chlorpromazine on the activity of these sub- 
stances was demonstrable. This shows, accord- 
ing to Bradley, that the abovementioned 
tranquillizer exerts no influence on the cholin- 
ergic system. 

Olds performed a number of experiments 
with electrodes on the hypothalamus in rats. 
These were stimulating electrodes included in 
a given electrical circuit. The animal itself 
produces the stimulus, initially by pressing 
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down a contact point by accident; later this 
is no longer the case. This results in either 
of two types of behaviour, dependent on the 
site of implantation of the electrodes in the 
hypothalamus. Investigations made by Hess 
have shown that the anterior part of the hypo- 
thalamus is chiefly a parasympathetic, and the 
posterior part a sympathetic centre. Animals 
in which electrodes had been implanted in 
the parasympathetic region sought stimula- 
tion .considerably more frequently than those 
carrying electrodes in the sympathetic region. 
In the latter case, stimulation was even 
avoided. Olds interpreted these differences as 
reactions to pleasurable and unpleasurable ex- 
periences. He subsequently tested the effect 
of tranquillizers on these experiences. Chlor- 
promazine medication was followed by a 
marked decrease in the frequency of self- 
stimulation; meprobamate was without any 
effect. It may be ‘possible, therefore, to dis- 
tinguish true tranquillizers from pseudo-tran- 
quillizers by this method. This would indis- 
putably be of great importance because this 
has been an experimental impossibility. 

The influence of chlorpromazine on pseudo- 
neurotic cats can also be demonstrated by 
comparing normal experimental animals with 
cats which have been frustrated into anxious, 
aggressive and restless behaviour or into a 
catatonic and contactless state. A normal 
cat generally refuses milk to which a little 
alcohol has been added; cats brought into the 
aforementioned excited (or pseudo-neurotic) 
condition by injurious conditioning do not 
refuse milk with a little alcohol. When such 
cats are treated with a tranquillizer it can 
happen (and frequently does) that they con- 
tinue to refuse milk with alcohol. 

Although data on the mechanism of action 
of these substances on the central nervous 
system are still very confusing, it is becoming 
increasingly clear that we are dealing here 
with psychotropic drugs which undoubtedly 
open up wider perspectives in view of their 
action on substances which are of great sig- 
nificance in central nervous function, viz. sero- 
tonin and noradrenaline. Of importance in 
this respect are the investigations of Garattini 
and Katy. The former made a number of 
investigations into the extent to which, in dogs, 
the cerebral serotonin concentration was in- 
fluenced by ECT. Spectrofluorometric deter- 
mination revealed a considerable increase in 
the serotonin concentration of the brain fol- 
lowing ECT. 
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The purpose of such investigations is to 
explore the origin and the possible treatment 
of psychoses with the aid of chemical agents. 
These agents include various substances, many 
or at least a number of which are known to 
influence the content and distribution of nor- 
adrenaline, 5-hydroxytryptamine and a num- 
ber of enzymes in the brain. In this respect 
it has been previously established that, in 
epileptic subjects, acetylcholine is bound to a 
lesser extent. In such patients, Tower found 
a decreased glutamic acid concentration and a 
reduced ability to bind acetylcholine in the 
epileptogenic foci. Administration of sero- 
tonin produced an effect comparable with that 
of iproniazid. 

If we confine ourselves to 5-hydroxytrypta- 
mine, this substance plays an important role in 
psychical processes; neutralization or reduction 
of its action results in psychological disorders. 
An explanation of this result is to be found 
in the blocking of impulse transmission in 
the synapses of the central nervous system. 

Lysergic acid diethylamide (LSD) is the most 
effective of all antagonists of 5-hydroxytrypta- 
mine. Clinical experiments are at present 
being carried out with this LSD. Its in- 
fluence is not surprising in view of the fact 
that it inhibits the function of serotonin, 
which has previously been mentioned. Un- 
doubtedly the first changes occurring in the 
test subject will be in the area of experience 
and behaviour. This happened to be the case, 
as mainly the subjective experience of the 
‘own’ body was altered. These changes in 
the experience of the ‘own’ body are difficult 
for the test subject to put into words. The 
more ‘articulate test subjects succeed by using 
examples to express their experiences. In 
this way they remain integrated for quite 
some time. Those test subjects, however, who 
fail in this verbalization, enter an interesting 
state of disintegration, in which they are, so 
to speak, at the mercy of a number of power- 
ful forces, which are out of their control. The 
quantity of LSD administered for this purpose 
is very small: it does not exceed 150 gamma. 
It need not be surprising that with indeter- 
minate quantities of LSD in the organism 
of the investigator Albert Hofmann (in 1943) 
caused changes in his behaviour. Returning 
to his home from the scientific laboratory of 
Sandoz in Basle, he behaved in his family in 
such a manner as to alarm his wife. When 
this had taken place on a number of con- 
secutive days, the question arose as to which 
substance might be responsible for this be- 
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haviour. A subsequent investigation led to 
the substance currently known as LSD. Hof- 
mann contacted the clinic of Manfred Bleuler 
in Zurich, and Bleuler invited his first assistant 
(Professor Stoll) to work with this compound. 


A great many investigations have since 
been made. The changes observed in our 
test subjects include motor disturbances, dis- 
turbances in perception, experiences of dereali- 
zation, disturbances in spatial experience, 
sometimes very odd cosmic and eschatological 
experiences and, occasionally, a slight lowering 
of consciousness. The investigations made here 
were conducted by my colleague Van Ree, 
assisted by a team of investigators who ensure 
that test subjects are given electro-encephalo- 
graphic, experimental-psychological and clinical 
examinations; the more delicate shades in 
motoricity are recorded with the aid of a 
handwriting-pressure apparatus. Our experi- 
mental material (so far about 30 test subjects) 
can be divided into 3 groups on the basis of 
their psychopathological behaviour, viz. : 


1. The group which shows only vegetative 
symptoms and reacts in hardly any other way. 


2. The group of subjects in whom disturb- 
ances develop but these are not psychotic. 
They may be described as instrumentally dis- 
turbed in behaviour and experience; occasion- 
ally they may become disoriented (in the 
manner of a normal subject wearing prismatic 
glasses, to give an example); but, generally 
speaking, their mental household remains 
under control. There may be anomalies of 
behaviour, however, in that subjects are at a 
loss as to their attitude and (unlike their atti- 
tude in normal life) look around themselves 
in a timid and somewhat puzzled fashion; but 
they do not ‘lose themselves’; they are not 
lost in the multitude of experiences. 


3. The group of subjects who become un- 
mistakably psychotic, and who show features 
closely corresponding with the reaction types 
described by Bonhoeffer. In some of these 
subjects the condition may be reminiscent of 
a degenerative psychosis or of the manifesta- 
tion of an endogenous maniacal condition. In 
other cases the impression may be that of a 
schizophrenic ‘Schub’; experiences of world 
decline are encountered. The test subjects 
observe in accordance with their own world 
of phantasy, seeing the test leader with a 
beard or with a split skull. They are con- 
fused to such an extent as to be incoherent 
in speech. They experience haptic hallucina- 
tions, and sometimes somato-psychical disorien- 
tation, Their heads are loose on their arms 
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(or one of their legs) become very long. One 
of the test subjects completely lost contact 
with the past and, knowing that he was to 
be submitted to this experiment, he cried out 
in his confused condition: ‘It is after all 
apparently real what they do to me.’ 


In this connexion it is remarkable that each 
subject experiences his own world, interests 
and tensions in the psychosis—whether this 
be an excited mania or an_ eschatological 
vision, it is always connected with the pre- 
psychotic personality and dependent on the 
character structure of the test subject who 
undergoes the artificial psychosis. A psychotic 
or somewhat hysterical-neurotic disposition 
comes to the fore in this model psychosis. 


The question may be raised whether it is 
justifiable to place a person in such a psy- 
chotic condition. We are able to control this 
psychosis with the aid of chlorpromazine (and 
here lies the significance of this experiment). 
Whenever we were not completely certain that 
a person had recovered, within 15-20 hours, 
to such an extent as to be able to go home, 
he remained in the clinic. In all cases katam- 
nestic observations proved that subjects were 
restored to their original condition within 3 
days. Some of the test subjects regarded the 
experience as an enrichment; they realized 
that a world had been opened to them in 
which bliss and a rich variety of experiences 
had been revealed to them which they would 
not have liked to miss. 


Our experience so far indicates that it can- 
not be predicted whether a test subject will 
become psychotic or merely develop neuro- 
vegetative disturbances. Whenever a test sub- 
ject does become psychotic, however, the 
nature of his psychosis can be predicted to 
some extent, provided the pre-psychotic per- 
sonality structure is known. One of our test 
subjects failed to report that a history of 
schizophrenia occurred among his relatives. 
Subsequently he admitted that he had made 
himself available for this experiment because 
he knew of this heavy taint; he wanted to 
know the extent to which he ran a risk of 
becoming psychotic himself. This man still 
showed unmistakable paranoid symptoms 8-10 
days after the experiment. These experiments 
have never had lasting untoward effects. 

LSD enters the liver and, with the bile, is 
excreted in the faeces. The highest concen- 
tration of LSD (about 20% of the quantity 
administered) has been found in the brain 
and in the striated muscles. This has been 
established with the aid of radioactive LSD. 
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On the basis of investigations made so far, 
it can be concluded that LSD activates the 
existing tendencies and can therefore be used 
as a personality criterion (since this test 
renders the existing inclinations manifest). As 
such, LSD constitutes an aid in diagnosing 
neurotic structure and unconscious complexes. 

If a ‘Schub’ should be provoked in sub- 
jects with a basic schizophrenic structure, then 
this provoked condition can be neutralized 
with the aid of ECT. (ECT is known to be 
followed by an increased serotonin concentra- 
tion). From a pathophysiological point of 
view, it can be stated that LSD has an inhibi- 
tory effect on a substance occurring in the 
organism, viz. 5-hydroxytryptamine or sero- 
tonin. Serotonin occurs in large quantities 
in the brain and, as has been pointed out, con- 
tributes to cerebral functions. The antagonist 
of serotonin produces artificial psychoses. Such 
psychoses can be reduced with the aid of sub- 
stances such as serpasil, and this fact is in 
accordance with what has been said about the 
relation between serpasil and serotonin. 

Our further investigations during the past 
few years have also been connected with 
5-hydroxytryptamine. Attempts have been 
made to establish the extent to which a patho- 
physiological relationship exists between ex- 
perimental catatonia in animals and that found 
in catatonic patients. As early as 25 years 
ago attempts were made in our clinic to pro- 
voke catatonic conditions with the aid of bul- 
bocapnine, and to compare these with clinical 
catatonia. Bulbocapnine, however, is a sub- 
stance not occurring in the organism, and 
these investigations reached a deadlock. In 
1936, however, Van Nieuwenhuizen demon- 
strated that, among the various substances 
available, tryptamine was the most effective 
in producing catatonia, and afterwards we 
raised the question whether this might not 
be a starting-point for further investigation. 
The investigations made by Van Andel and 
Ernst connected this knowledge with the re- 
sults obtained with 5-hydroxytryptamine on 
the one hand, and the chemical relationship 
between this substance and tryptamine on the 
other. This led to our supposition that these 
two substances have rival functions in the 
brain. 

In order to verify this supposition, cats 
were given suboccipital injections of 5-hydroxy- 
tryptamine and tryptamine. The former sub- 
stance (regardless of the dosage) never caused 
experimental catatonia. Tryptamine, how- 
ever, caused catatonia for 4-5 days (as pre- 
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viously pointed out by Van Nieuwenhuizen). 
When the two substances were successively in- 
jected, they proved to be antagonists: the 
tryptamine catatonia was neutralized by sub- 
sequent administration of 5-hydroxytryptamine. 
If the latter substance was first injected, then 
no tryptamine catatonia developed. These 
facts clearly showed that both substances acted 
on the same site in the central nervous system 
and that they antagonized each other. This 
finding is in accordance with investigations 
made in isolated intestines by Gaddum. 

In this way we came to the suggestion that 
the catatonia caused by tryptamine might be 
connected with 5-hydroxytryptamine deficiency 
in the brain. Since the symptoms caused by 
5-hydroxytryptamine are chiefly of a para- 
sympathetic nature, it was considered possible 
that 5-hydroxytryptamine deficiency might be 
correlated with insufficient cholinergic func- 
tion in the central nervous system. Our hypo- 
thesis was that the catatonia following adminis- 
tration of tryptamine is caused by diminution 
of the cholinergic function in the brain. If 
this were correct, then acetylcholine or possibly 
eserine should be able to control the experi- 
mental catatonia. It was found that eserine 
did in fact give rise to complete improvement; 
10 minutes after subcutaneous injection of this 
substance, the catatonic animal was completely 
restored to normal. We concluded that the 
catatonia following an injection of tryptamine 
in cats could in fact be correlated with insuffi- 
ciency of cholinergic function in certain parts 
of the brain. 

These investigations were carried out by 
Van Andel. The next question to arise was: 
Is catatonia in clinical patients also caused by 
a decrease in cholinergic function in the cen- 
tral nervous system? To settle this question, 
Van Andel went to a large mental hospital in 
this country and tested the agent in a number 
of catatonic patients, regardless of the clinica! 
diagnosis. He did not know whether he was 
dealing with schizophrenic, hysterical or 
encephalitic patients; he merely knew that all 
were hypokinetic, mutistic and stuporous. So as 
to avoid the parasympathetic peripheral seque- 
lae of eserine medication, all patients were pre- 
treated with 30 mg. propantheline bromide, 
subcutaneously injected. This agent proved to 
have no effect on the catatonic symptoms. 
About 20 minutes later eserine was injected, 
initially 2 mg. and subsequently more, to a 
total dose of 5 mg. per course of treatment. 
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The method used, therefore, was the same 
as that employed by Pfeiffer in the USA. Van 
Andel treated 18 patients in this manner; 14 
of these showed a favourable response about 
30 minutes after the eserine injection. They 
began to speak and to laugh, and contact with 
the others was greatly improved. The effect 
lasted 45 minutes. Three of the remaining 
4 patients developed parkinsonoid symptoms, 
and one patient showed a complete lack of 
response. 

Van Andel has presented numerous data 
regarding the 14 favourably responding schizo- 
phrenic patients. One of them (a man aged 
36) had not spoken since his admission to 
the mental hospital 8 years before. His move- 
ments were exceedingly slow; he did not work 
and often remained in bed. Neurological 
examination had failed to reveal any sugges- 
tion of disturbances in this field. The reflexes 
were slow but symmetrical, and no pathological 
symptoms were found. The CSF was entirely 
normal. The patient did not respond in any 
way to the injection of propantheline bromide, 
but started to speak after eserine medication. 
His facial expression changed; he left his bed, 
seated himself on a chair and commenced to 
speak about his psychotic problems. In the 
course of his conversation he clearly revealed 
schizophrenic thoughts. It can be stated, 
therefore, that eserine caused disappearance 
only of his catatonic symptoms but did not 
affect the fundamental schizophrenic psychosis. 
One hour after the eserine injection the cata- 
tonic symptoms recurred, the patient becoming 
just as mutistic and stuporous as before. Van 
Andel repeated this treatment a few days later, 
and observed the same reaction. 

Inquiries into the clinical diagnoses revealed 
that the 14 patients showing a favourable re- 
sponse were without exception schizophrenics. 
The 3 patients who showed parkinsonoid 
symptoms had a catatonia on a chronic 
encephalitic basis. The patient who com- 
pletely failed to respond was hysterical. 

Mention should be made, finally, of a series 
of investigations also made with the object 
of penetrating the field of neuropsychiatric dis- 
orders and, if possible, rendering assistance. 
These investigations were concerned with the 
various forms of paresis. Psychomotor dis- 
turbances occur in many conditions and mani- 
fest themselves in various forms. Two forms 
are known always to confront the neuro- 
psychiatrist with considerable difficulties, viz. 
the neurotic and the myasthenic impediment 
of motoricity. In this connexion we may 
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recall the excellent study made by Prick and 
Calon who, in 1947, pointed out the influence 
of the psyche on the pathogenesis of myas- 
thenia. Myasthenia can occur in subjects with 
a functionally inferior hypothalamus and a 
normal anatomical structure. The concur- 
rence of neurotic conditions and myasthenia 
might suggest a close correlation between an 
abnormal digestion of affects, particularly the 
repression of emotions, and the occurrence of 
myasthenic symptoms. Prick and Calon also 
pointed out that, for further elaboration of 
their views, they supported themselves upon 
the not yet sufficiently verified and perhaps 
not completely tenable theory that myasthenia 
is based on a disturbance in the acetylcholine 
and cholinesterase balance. 

In a number of suitable test subjects we 
carried out biopsies regardless of whether they 
were suffering from hysterical pareses, myas- 
thenia or, possibly, organic pareses. The 
investigations were ingeniously performed by 
Prof. Meylink, Dr. Folkerts and Dr. Sneep. 
With the aid of neurohistochemical reactions 
(ie. the Champy-Goujard method and the 
cholinesterase reaction), they found that in 
some patients, believed to suffer from func- 
tional paresis, an excess of cholinesterase 
existed around the synaptic membrane, which 
consists of the axon membrane and the in- 
folded sarcolemma. We know that acetyl- 
choline is expulsed by the nerve in vesiculae, 
and that this substance encounters cholin- 
esterase. Investigations of this type, first de- 
scribed by Couteaux, might indicate that an 
excess of cholinesterase, although not associ- 
ated with an organic anatomical disturbance, 
certainly denotes a functional disturbance in 
cases hitherto referred to as instances of so- 
called neurotic pareses. At any rate, these 
investigations also lend some support to the 
fine study made by Prick and Calon. These 
investigations are still being continued. I 
mention them only to point out that the 
changing emphasis in contemporary neuro- 
psychiatry is strongly focused on neurochemis- 
try. It has been found that the aid of neuro- 
chemistry is required not only in studying the 
histopathology of the nervous system, but also 
in the daily clinical work done by the nerve 
specialist. We are still at the entrance of the 
new road, but the developments in various 
fields in the past few years give an indication 
of the direction in which the work, done by 
the neuropsychiatrist, currently tends to guide 
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MEDICO-LEGAL SECTION 


CRIMINAL RESPONSIBILITY AND HEAD INJURY 
R. v. NGEMA * 


(DURBAN AND COAST LOCAL DIVISION.) 
1959. June 3, 4,12. FANNIN, J. 


Criminal law—Persons, liability of—Mental state—' Act’ in sec. 
29 (1) of Act 38 of 1916.—Meaning of —Murder—Accused as result 
of a fall in an abnormal state of mind for five months —Not respon- 
sible in law for killing of his brother—But mentally disordered 
within the meaning of sec. 29 (1) of Act 38 of 1916 when he killed 
his brother—Special verdict passed. 


At a trial on a charge of murder the facts established were that the accused 
was, at the time he committed the act of killing his brother by stabbing him, 
as the immediate result probably of a blow on the head when he had fallen 
out of his bunk a few days previously, in an abnormal state of mind so as 
to be unable to know or understand the nature or the quality of his acts; 
and that that condition had persisted in greater or less degree for a period of 
five months. 

Held, that the ‘act’ referred to in section 29 (1) of the Mental Disorders 
Act, 38 of 1916, was the mere physical act of killing by stabbing and not 
the offence with which the accused was charged. 

R. v. Mize, 1959 (2) S.A. 260 (N), not followed; R. v. Kumalo, 1956 
(3) S.A. 238 (N), followed. 

Held, accordingly, that the accused was mentally disordered within the 
meaning of section 29 (1) of Act 38 of 1916 when he killed his brother. 

Held, therefore, that the accused was guilty of the act charged against him 
but was not responsible in law for such act and accordingly had to be 
ordered, in terms of section 29 (1) of Act 38 of 1916, to be kept in custody 
in some prison or gaol pending the significance of the Governor-General’s 
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decision. 


Criminal trial on a charge of murder before 
a Judge and assessors. The facts appear from 
the reasons for judgment. 

M. O. Barker, for the Crown. 

A. B, M. Wilson, for the accused. 


Cur. adv. vult. 
Postea (June 12th). 


FANNIN, J.: The accused is charged with the 
murder of his brother, Hlezinempi Ngema, on 
the 6th November, 1958. It was clearly estab- 
lished by the Crown, both from the admissions 
formally made on behalf of the accused by his 
counsel, Mr. Wilson, and by the evidence led 
before us, that the accused did, on that day, 
kill the deceased by stabbing him with an 
assegai. The Crown however did not ask for 
a verdict of guilty of murder, but suggested 
that on the evidence the proper course was 
for the Court to enter the special verdict pro- 
vided for in sec. 29 (1) of the Mental Dis- 


* Reproduced by permission of the Editors and Pub- 
lishers of the South African Law Reports. 


orders Act, 38 of 1916, that is to say a verdict 
to the effect that the accused 

“was guilty of the act or omission charged against 
him but was mentally disordered or defective .. . 
at the time when he did the act or made the 
omission. 

The Court has had the advantage of hearing 
the evidence of two medical practitioners, 
namely, Dr. Khan, the superintendent of the 
Town Hill Mental Hospital, and Dr. Fismer, 
who is a member of the staff of that hospital. 
Both were present throughout the trial, while 
Dr. Fismer also had the accused under his 
observation from the 14th to the 31st March, 
1959. Both these doctors expressed the opinion 
that, accepting the evidence of the Crown wit- 
nesses as to the conduct of the accused during 
the two days before he stabbed the deceased, 
the probability is that he was not conscious 
of what he did and was mentally disordered 
within the meaning of the Mental Disorders 
Act at the time when he did it. Having seen 
and heard these witnesses, we are satisfied that 
they gave a true account of the accused’s con- 
duct, which was clearly grossly abnormal. The 
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accused is a tribal constable and a man of 
standing in his community. Prior to this 
occurrence, he had a reputation for good sense 
and good judgment and was noted as a peace- 
ful man who was respected by all. His two 
wives and the other members of his family 
who gave evidence all were obviously attached 
to him and were amazed at the extraordinary 
things which he did. It is unnecessary to 
recount the details of his conduct. We accept 
and adopt the views of the medical practi- 
tioners referred to and find that the accused 
was in fact mentally disordered at the time 
when he stabbed the deceased. Mr. Wilson, 
however, suggested that this was not a proper 
case for the special finding referred to in sec. 
29 of the Mental Disorders Act. He said that, 
on the evidence, the probabilities were that 
the accused’s conduct and his mental state were 
the result of a fall which he had from his 
bunk in a train, when returning to his home 
from Durban two days before he stabbed the 
deceased. Dr. Fismer agreed that the imme- 
diate cause of the accused’s mental state was 
probably this fall, although he did seem some- 
what surprised that the symptoms were so 
severe. Dr. Khan was also inclined to agree 
that the probable immediate cause was con- 
cussion following the fall. Both doctors sug- 
gested, however, that there might have been 
some other latent phenomena which were, as 
it were, sparked off by the concussion follow- 
ing the fall. Dr. Fismer, for example, said 
that he suspected the possible existence of a 
latent psychosis which was revealed by the 
head injury. Dr. Khan suggested the possi- 
bility of epilepsy. Mr. Wilson contended that 
it is clear that the accused has now recovered 
and that the accused’s mental condition at the 
time, while exempting him from responsibility 
for the act which he committed, was not caused 
by any mental defect or disorder within the 
meaning of the Mental Disorders Act. He 
suggested, for example, that a person who 
receives a mild concussion during a game of 
rugby and who thereafter, for a brief period, 
performs acts of which he is unconscious and 
of which he has no recollection, cannot 
properly be described as mentally disordered, 
and so subject to sec. 29 (1), even if one or 
more of his acts would otherwise have been 
criminal. This proposition of Mr. Wilson’s 
is, I suppose, one which raises questions both 
of law and of fact. It may well be that a 
transitory aberration resulting from a blow on 
the head cannot properly be described in 
medical parlance as a mental disorder, and it 
may also be that upon a proper construction 
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of the Act, the phrase ‘mental disorder or 
defect’ could not be considered to cover such 
a case. But I think it is unnecessary to enter 
upon this question, for there is evidence in 
this case, which the Court accepts, which indi- 
cates that the accused’s mental condition was 
not merely transitory but persisted for a con- 
siderable time. The conduct spoken to by 
the witnesses continued for two full days and 
culminated in acts of violence. Thereafter 
when seen by his relatives while under arrest, 
he was sometimes depressed and withdrawn 
and unwilling to converse with them, while on 
other occasions he seemed perfectly normal. 
Furthermore, when Dr. Fismer observed him 
between the 14th and 31st March, 1959, some 
five months after the stabbing, he still dis- 
played symptoms of mental disorder, which 
resembled those spoken to by the members of 
his family. It is true that subsequently Dr. 
Schuleman, the acting physician superintendent 
of the Town Hill Hospital, on the 12th April, 
1959, stated that he was unable to certify him 
as then being mentally disordered or defective 
within the meaning of the Act and said that 
he was fit to stand his trial. But Dr. Fismer 
was not disposed to agree that the accused, 
who was peaceful and quiet when he saw him 
on the day upon which he gave evidence, had 
now apparently recovered, although he agreed 
that the accused’s symptoms might well never 
reappear. On the facts as established at the 
trial, therefore, the accused was, at the time he 
committed the act of killing his brother, as the 
immediate result probably of a blow on the 
head, in an abnormal state of mind so as to 
be unable to know or understand the nature 
or the quality of his acts. That condition 
persisted in greater or less degree for a period 
of five months. On those facts the Court is 
satisfied that the accused was mentally dis- 
ordered within the meaning of the Act at the 
time when he killed his brother and that, sub- 
ject to what follows, the words of sec. 29 (1) 
are satisfied. 


Mr. Wilson’s second argument turns upon 
the true effect of sec. 29 (1) of the Mental 
Disorders Act, 38 of 1916. That sub-section 
reads as follows: 


“When in any indictment ... any act or omis- 
sion is alleged against any person as an offence, 
and evidence (including medical evidence) has been 
given ... that he was mentally disordered or defec- 
tive so as not to be responsible according to law 
for the act or omission charged, at the time when 
the act was done or the omission occurred, then, 
if it appears . . . that he did the act or made the 


omission charged but was mentally disordered or 
defective as aforesaid at the time when he did or 
made the same, the jury, court, . . . shall return 
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a special verdict or finding to the effect that the 
accused was guilty of the act or omission charged 
against him, but was mentally disordered or defec- 
tive as aforesaid at the time when he did the 
act or made the omission.’ 

In the Dutch version of this section the words 
“act or omission’ are translated (I use this 
word advisedly for the signed version is in 
English) as ‘daad of nalating’, while the words 
‘een misdaad’ are used for ‘an offence.’ 
Finally, the special verdict or finding required 
when the sub-section is satisfied is referred to 
as follows: 

“een speciale uitspraak . . . ten effekte dat beschul- 
digde de daad of nalating hem ten laaste gelegd, 
begaan heeft, maar dat hij ten tijde van het begaan 
daarvan, geestelik gekrenkt of gebrekkig was als 
voorzegd.’ 

Mr. Wilson, relying upon the judgment of 
JANSEN, J., in R. v. Mkize, 1959 (2) S.A. 260 
(N), in this Court, argued that sec. 29 (1) 
did not apply in this case because the evidence 
disclosed that the accused’s condition was such 
that he was incapable of forming the intent to 
kill or to do bodily injury to the deceased, and 
was thus not ‘guilty of the act charged’ with- 
in the meaning of sec. 29 (1). 

As was pointed out in Mbkize’s case, at p. 
260, before the special verdict can be returned, 
it must appear to the Court— 


(i) that the accused ‘did the act or made 
the omission charged,’ and 

(ii) that the accused was ‘mentally dis- 
ordered or defective’ at the time, and 

(iii) that as a result of that mental state the 
accused was not ‘responsible according 
to law for the act or omission charged.’ 


I agree, with respect, that the phrase ‘ mentally 
disordered or defective’ is used as defined in 
sec. 2 of the Act. The third requirement im- 
ports the common law rules as to the responsi- 
bility of a mentally disordered person for acts 
or omissions which would otherwise be punish- 
able as offences. So that sec. 29 (1) requires 
that the accused should be both ‘ mentally dis- 
ordered or defective’ within the meaning of 
the Act, and also ‘not responsible,’ owing to 
his mental condition, at common law. In this 
case both these requirements are satisfied and 
the sole question is whether the accused ‘did 
the act or made the omission charged,’ in the 
sense in which those words are used in sec. 29 
(1). It is clear that the accused did inflict the 
fatal wounds upon the deceased, and therefore 
that he did kill the deceased, which is the 
physical act which is alleged in the indictment. 
Mr. Wilson’s point, however, is that the ‘act’ 
referred to in the sub-section is the offence 


1 Julie 1961 


with which the accused is charged and not the 
mere physical act of killing by stabbing. This 
is the view taken in Méize’s case, at p. 260F. 
With great respect I cannot take this view of 
the sub-section, for the reasons which follow. 
In the first place, it seems to me that through- 
out the sub-section there is recognized a dis- 
tinction between the ‘act or omission’ and the 
‘offence.’ The opening words provide that it 
shall apply when an act or omission is charged 
‘as an offence. The sub-section goes on to 
provide that if, on the trial of the accused 
“for that offence,’ it appears that he ‘did the 
act or made the omission’ (not be it noted 
“committed the offence’) but, owing to mental 
disorder or defect, ‘was not responsible’ in 
law for the act or omission charged, the special 
verdict must be brought in. In order that a 
physical act should constitute an offence, some- 
thing more than the mere act must be proved. 
The act must always be shown to have been 
voluntary and frequently to have been intended 
to achieve a particular result, both of which 
requirements I would be inclined to regard as 
comprehended by the technical phrase ‘mens 
rea. When the sub-section refers to an 
‘offence,’ it means, in my view, the physical 
act plus the necessary mental element which 
together, in law, make up the offence. It fol- 
lows that when it refers to the accused being 
found to have ‘done the act or made the omis- 
sion’ but not being responsible in law, it seems 
to me that what is meant is a situation where 
the physical act is proved, but the elements of 
voluntariness or intent, or both, are absent on 
account of the accused’s mental disorder or 
defect. It is this absence of voluntariness or 
intent which, at common law, would result in 
a finding of not guilty and the discharge of the 
accused. And, in my view, it was the discharge 
of a person who, through mental disorder or 
defect, has committed such an act, dangerous 
to or at least disruptive of, an ordered society, 
which sec. 29 was designed to prevent. It is 
true that, in the English version, the special 
verdict or finding is required to be ‘to the 
effect that the accused was gwilty of the act 
charged against him,’ but the use of the word 
‘guilty’ does not, in my view, necessarily im- 
part the idea of being guilty of an offence— 
though the use of the word is perhaps unfor- 
tunate. But if one turns to the Dutch version 
the corresponding words are that the accused 
‘de daad of nalating ... begaan heeft, and 
these words, especially if read in a context in 
which the ‘offence’ is referred to as ‘ misdaad’ 
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and the ‘act’ as ‘de daad,’ convey the idea 
that, where the sub-section is satisfied, the 
accused is to be found to have committed or 
perpetrated the physical act charged in the 
indictment, but to be not responsible in law 
(and so guilty of no offence) by reason of 
mental disorder or defect. This special verdict 
is equivalent to a verdict of ‘not guilty ’—see 
R. v. Young, 1949 (3) S.A. 1199 (E). I can- 
not, with respect, agree with the fears ex- 
pressed in Méize’s case, at p. 255 G/H, that 
a mentally disordered person would be placed 
in a worse position than a normal person in 
the two hypothetical cases there referred to. 
in the case of a mentally disordered person 
who instinctively kills in self-defence the 
proper verdict would, in my view, be ‘not 
guilty, and not the special verdict under sec. 
29 (1). That is so because the killing would 
be justifiable in the circumstances, and the 
accused would be excused, not because of his 
mental condition, but because of the justifica- 
tion of his act provided by the danger in which 
he stood. The epileptic who, in a seizure, 
falls and breaks a window, could never be 
found to have ‘done the act’ involved in a 
charge of malicious injury to property, any 
more than a sane person, who unwittingly 
walks into a window, could be convicted of 
that offence. While I agree that, in legal 
parlance, it is difficult to envisage a person 
‘doing’ anything while unconscious (Mkize’s 
case, p. 260 D), I take the view that the word 
‘did’ in sec. 29 (1) is not used in a strict 
‘legal’ sense, but rather in a more popular 
looser sense. In that sense a wholly uncon- 
scious epileptic who stabs a person, can 
properly be said to have ‘done’ the act of 
stabbing, but he cannot be said to have ‘done’ 
any act if he falls down, and in falling causes 
some hurt or damage to another. Reference 
must now be made to R. v. Schoonwinkel, 
1953 (3) S.A. 136 (C), which is cited in 
Mkize’s case. There, apparently, the accused 
had an epileptic fit while driving a motor-car. 
While in the fit he drove the car for some 
30 paces on the wrong side of the road, col- 
lided with another car and killed a passenger 
in that car. It was held that the accused was 
not mentally disordered or defective at the 
time so as to be a danger to himself and others, 
within the meaning of class 7 of sec. 3 of the 
Mental Disorders Act. With such a finding 
of fact, the special verdict under sec. 29 (1) 
was clearly incompetent. 
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If the evidence had shown that the accused 
had, while under the influence of an epileptic 
fit, unconsciously driven his car at a danger- 
ously high speed through a busy street, the 
finding of fact may well have been different. 
But Schoonwinkel escaped the special verdict 
because he was not mentally disordered, and 
not because he was shewn to have been incap- 
able of a voluntary act which was, however, 
the reason why he escaped conviction. The 
case does not, I think, support the views ex- 
pressed in Mkize’s case as to the meaning of 
the words ‘the act charged’ in sec. 29 (1). 
Nor do I think that R. v. Victor, 1943 T.P.D. 
77 (wrongly referred to in the report of 
Mbkize’s case as 1942 T.P.D.) conflicts with the 
view I have expressed. In that case, while the 
accused was probably mentally disordered or 
defective when he drove his car in a dangerous 
manner, he was held to be, nevertheless, 
responsible in law for the act charged against 
him, because he commenced to drive the car 
when he knew he might suffer an epileptic fit 
and lose control of it as a result. The third 
requirement of sec. 29 (1) was therefore absent. 
In the other case, referred to in Mé&ize’s case 
as being in conflict with the views I have 
expressed, namely R. v. du Plessis, 1950 (1) 
S.A. 297 (QO), the accused was held to be en- 
titled to be found not guilty because the 
probabilities were that he was unconscious 
when he did the act charged, but the questions 
as to whether he was mentally disordered at 
the time, and whether sec. 29 (1) applied do 
not seem to have been considered. The accused 
did not therefore appear to the Court, it seems, 
to have been mentally disordered within the 
meaning of the Act, at the timie of the alleged 
offence. For all these reasons, I find myself, 
with respect, unable to follow Méize’s case. 
I prefer to follow the judgment of BROKEN- 
SHA, J., in R. v. Kumalo, 1956 (3) S.A. 238 
(N), another decision of this Court. 


On the facts found by the Court in this case, 
therefore, the proper verdict is that the accused 
is guilty of the act charged against him but 
was, at the time when he did the act, mentally 
disordered, so as not to be responsible accord- 
ing to law for such act, and he is accordingly 
ordered, in terms of sec. 29 (2) of Act 38 of 
1916, to be kept in custody in some prison or 
gaol pending the signification of the Governor- 
General’s decision. 
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NOTES AND NEWS : BERIGTE 


Mr. Samuel Skapinker, F.R.C.S., of Johannesburg, 
has returned from a short visit to the United States 
of America. He visited the Lahey Clinic, Boston, 
the Mayo Clinics at Rochester and surgical centres 
in New York. 

* 


Mr. Michael Katzen, M.B., B.Ch. (Rand), F.R.CS. 
(Edin.), has commenced practice as a specialist sur- 
geon at 214 Lister Buildings, Jeppe Street, Johan- 
nesburg. (Telephones: — Rooms: 22-0428; Home: 
42-1149). 


Dr. David Zent, M.B., B.Ch. (Rand), M.R.C.P. 
(Edin.), has joined Dr. K. G. Irving in practice as a 
Pathologist at 1004 Metro Centre, Bree Street, 
Johannesburg. (Telephones: — Office: 23-8579; 
Home: 48-8416). 

Dr. G. H. Robertson retired from the practice of 
ani K. G. Irving and G. H. Robertson on 30 May 


* * * 


NORISTAN LABORATORIES PRIZE 


FOR THE BEST ORIGINAL CONTRIBUTION BY A 
GENERAL PRACTITIONER 


For 1960 a prize of R105 has been awarded to 
Dr. S. Levin of Johannesburg, for his article on 
Milli-Osmols Made Easy: Some Fundamental, Bio- 
chemical and Clinical Considerations, with Particular 
Reference to Paediatrics, which appeared in Medical 
Proceedings, 1960, 6, 504, 534, 546 

Members of a Committee, specially selected for the 
purpose, peruse all articles contributed by general 
practitioners actually practising in the Union, pub- 
lished in any recognized South African medical 
journal. 

The prize is awarded annually by Noristan Labora- 
tories, P.O. Silverton, Pretoria. 


The article entitled The Problem of Abnormal 
Radiological Lung Patterns, by Dr. Josse Kaye and 
Dr. R. Glyn Thomas, which appeared in Medical 
Proceedings on 30 July 1960, has been abstracted 
in the American Journal of Roentgenology, April 
1961, at p. 775. 

The article entitled Preparation of the Colon for 
Radiological Investigation Using a New Laxative, 
by Dr. Josse Kaye, which was published in Medical 
Proceedings on 31 October 1959, has also been 
abstracted in the American Journal of Roent- 
genology, April 1961, at p. 782. 


* * * 
EXAMINATION RESULTS: May 1961 


Fellowship of the College of Physicians of 
South Africa 


Dr. M. A. de Kock Bellville, C.P. 
Dr. D. J. Pudifin Pietermaritzburg 


Fellowship of the College of Surgeons of South 
Africa: Final 


Dr. I. Abramowitz Johannesburg 
Dr. J. A. Engelbrecht Cape Town 
Dr. M. B. McKenzie Cape Town 
Dr. L. C. J. van Rens- 

burg Pinelands, C.P. 


Fellowship of the College of Surgeons of South 
Africa: Primary 


Dr. C. Froman Johannesburg 
Dr. P. D. Seaward Johannesburg 
Dr. V. E. Sorour Johannesburg 


Dr. P. v. d. B. S. van 
Niekerk Pinelands, C.P. 


Fellowship of the College of Obstetricians and 
Gynaecologists of South Africa 


Dr. J. P. du Toit Bellville, C.P. 


Dr. H. Edelstein Cape Town 
Dr. H. Glietenberg Johannesburg 
Dr. P. G. Roose Cape Town 


Diploma of Midwifery of the College of 
Obstetricians and Gynaecologists of South Africa 


Dr. C. Lombard Zastron, O.F.S. 
Dr. F. W. te Groen Durban 
Dr. F. V. Trotter Durban 


Fellowship of the Faculty of Anaesthetists of the 
College of Physicians, Surgeons and Gynaecologists 
of South Africa: Primary 


Dr. G. S. Sennett Johannesburg 
Dr. C. M. Sliom Durban 
Dr. R. J. H. Tapson Durban 

* * * 


MUSEUM OF THE HISTORY OF MEDICINE 


MEDICAL GRADUATES ASSOCIATION, UNIVERSITY 
OF THE WITWATERSRAND, JOHANNESBURG 


The Medical Graduates Association has agreed to 
sponsor a scheme for the establishment of a Museum 
of the History of Medicine in the Medical School 
of the University of the Witwatersrand. It is pro- 
posed to collect and preserve for permanent record 
all material which illustrates the history of medicine 
in general, and its development in South Africa in 
particular. 5 
These exhibits will include instruments, apparatus, 
books, copies of original papers (if possible with the 
signature of the author), photographs, etc. 
It is hoped to house this Museum in the New 
Medical School Library. 
The following have graciously accepted patronage 
of this venture: 
His Worship the Mayor of Johannesburg. 
University of the Witwatersrand : 
Vice-Chancellor and Principal. 
Chairman of Council. 
President of Convocation. 
Dean of the Faculty of Medicine. 
Dean of the Faculty of Dentistry. 
President, Medical Graduates Association. 
President, S.A. Medical and Dental Council. 
A. J. Orenstein, C.B., C.M.G.. 
President, Medical Association of South Africa 
(Southern Transvaal Branch). 
President, Dental Association of South Africa 
(Southern Transvaal Branch). 
Director of Hospital Services, Transvaal Provinci-l 
Administration. 
It has now been decided to inaugurate the scheme. 
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All who may be interested in donating suitable 
exhibits should communicate with: 
Dr. Cyril Adler, 
701 Ingrams Corner, 
Twist and Kotze Streets, 
Hospital Hill, Johannesburg. (Telephone: 
44-1938). 


Where possible the following data should be 
furnished with each exhibit: 
1. Name of donor. 


2. Description of exhibit. 
3. Brief description of exhibit. 
* * * 


SOUTH AFRICAN GERIATRIC SOCIETY 


This Society has now been recognized as a Medical 
Association Group and will incorporate its pro- 
_ gramme in the next Medical Congress ta be held in 
Cape Town in September this year. 


(Continued from p. 246 in the issue of 17 June, 1961) 


Sandoz Limited, Basle, Switzerland, announce that the 
following 16 mm. sound films are available upon 
request for showings to medical audiences. 


Unless stated otherwise, the films are in colour. 
Many of them are of outstanding Rigo and have 
been awarded prizes at International Film Festivals. 


Will interested persons please communicate with the 
Sandoz Pharmaceutical Department, P.O. Box 4461, 
Johannesburg, so that we can arrange for a representa- 
tive to show whatever films are desired by medical 
groups. 


Advances in Cardiology 


The 3rd World Congress of Cardiology was held in 
Brussels during the World Exhibition. Many topics 
were discussed at the congress and six related to 
diagnosis in cardiology were selected for this film. 
Each subject is illustrated by scenes shot in the institutes 
of the investigators. 

Prof. P. Rijlant (Brussels) demonstrates his new 
apparatus for vectorcardiography and discusses the 
theoretical basis and the practical application of this 
modern method of recording electrical manifestations 
of cardiac activity. 

Prof. J. Lenégre (Paris) makes histological studies in 
bundle branch block and reports on the ECG findings. 
Diagrams show the processes involved in normal and 
abnormal conduction of excitation in the heart. 

Prof. R. Hegglin (Ziitich) discusses the evaluation of 
dye-stuff dilution curves recorded by means of oximetry. 
These not only permit a quantitative assessment of heart 
failure but also provide useful data for the diagnosis of 
congenital heart disease. 

Dr. Paul Wood (London) demonstrates the diag- 
nostic value of injecting acetylcholine into the pul- 
monary artery in a case of mitral stenosis with pulmonary 
hypertension. 

Prof. H. Reindell (Freiburg, Germany) discusses 
cardiac enlargement due to athletic training and how it 
differs from dilatation of the diseased heart, as shown by 
spiroergometric studies. 

Prof. Condorelli (Rome) demonstrates his new 
method of infiltrating air into the mediastinum—the 
artificial pneumomediastinum. 

Duration: 32 minutes. 
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The Society has been formed to promote and 
encourage the study of geriatrics and all aspects of 
ageing. 

At the forthcoming Medical Congress in Cape 
Town: 

(a) The first biennial general meeting of the 
Society will be held. 

(b) One of the Plenary Sessions of the Congress 
will be devoted to the Care of the Aged. 

(c) Dr. J. H. Sheldon, a leading British geria- 
trician, will be one of the guest speakers. 

(d) Visits to various Old Age Homes will be 
arranged for members interested. 

The annual subscription is R 2.00. 

Further information may be obtained from: Dr. 
I. M. Hurwitz, 1014 Tulbagh Centre, 

Hans Strydom Avenue, Foreshore, Cape Town. 


Sanpoz Fitm SERVICE 


Recent Advances in Cardiac Surgery 


Dr. R. Heim de Balsac, Paris. 

This film reviews some recent advances in open-heart 
surgery using hypothermia or extracorporeal circulation. 
During the 3rd World Congress of Cardiology in 
Brussels, a number of well-known cardiac surgeons 
held a round table conference under the chairmanship 
of Dr. R. Heim de Balsac, of Paris. The subject of this 
unique discussion was congenital anomalies of the heart. 
The film shows the surgical measures taken by leading 
surgeons to correct some of these anomalies: 

Prof. Henry Swan (Denver): Aortic stenosis. 

Sir Russell Brock (London): Atrial septal defect of 
the ostium secundum type. 

Prof. A. G. Brom (Leiden): Atrial septal defect with 
transposition of a pulmonary vein. 

Ph soy Charles Dubost (Paris): Ventricular septal 
ect. 

Prof. Ake Senning (Stockholm): Fallot’s tetralogy. 

This film was awarded a prize as one of the best ten 
medical films of the year at the Enfretiens de Bichat, 
Paris, 1959. 

Duration: 29 minutes. 


Hysterosalpingography 


Dr. R. Palmer, Dr. E. Chérigié, Dr. J. Pulsford 
(Paris). 

Dr. Palmer and Dr. Chérigié demonstrate the 
technique of injecting a contrast medium under pressure 
to outline the uterine cavity and the Fallopian tubes for 
X-ray screening. X-ray cinematography by means of 
an electronic amplifier is used to enable the investigator 
to study not only all phases of the procedute but also 
peristaltic waves running along the tubes. The film 
shows cases of primary and secondary sterility with 
anovulatory menstruation, hydrosalpinx, tubal stenosis 
and tuberculosis. The effect of Hydergine® on tubal 
spasm is clearly shown in a case of functional occlusion 
of the tubes. Hydergine relieves the tubal spasm and 
the contrast medium passes freely into the peritoneal 
cavity. 

In many cases the injection of the contrast medium 
is followed by tubal irrigation (hydrotubation) with 
physiological saline containing penicillin. This results 
in a clearer picture of the dispersion or retention of the 
contrast medium. 

Duration: 16 minutes. 
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Peritoneoscopy in Gynaecology 


Dr. R. Palmer (Faculté de Médecine de Paris). 

In this film Dr. Palmer demonstrates the role of 
peritoneoscopy, a method of endoscopic examination 
of the peritoneal cavity, in gynaecology. Carbon 
dioxide is insufflated into the abdominal cavity to 
establish a pneumoperitoneum. Peritoneoscopy is 
performed using either a transabdominal or a trans- 
vaginal approach (culdoscopy). The optical system 
developed by Fourestier et Vulmiére enables a perman- 
ent record to be made on colour film—of great value 
for diagnosis and teaching purposes. 

The value of peritoneoscopy is shown in cases of 
suspected tubal pregnancy, cystic ovary, hydrosalpinx, 
tuberculosis and other pathological processes. In cases 
of sterility peritoneoscopy is combined with tubal 
insufflation and in doubtful cases methylene blue is 
injected through the catheter. The passage of gas 
bubbles and dyestuff into the peritoneal cavity confirms 
tubal patency. Dr. Palmer performs tubal biopsy and 
puncture of a cystic follicle under peritoneoscopic 
control. 


Duration: 20 minutes. 


Surgical Treatment of Otosclerosis: Mobilisation of 
the Stapes and Stapedo-vestibular Interposition 


Prof. M. Portmann (Bordeaux). 
For many years attempts have been made to relieve 
ness due to otosclerosis; but only recently have 
surgical techniques been developed which lead to a 
significant and improvement in hearing. 

The main feature of the operation shown in the film 
is mobilisation of the stapes associated with stapedo- 
vestibular interposition. The mobility of the stapes is 
restored by osteotomy and a section of vein removed 
from the back of the patient’s hand is inserted between 
the stapes and the oval window under direct vision 
through a microscope. This procedure restores the 
function of the conduction system and prevents the 
recurrence of ankylosis. After the operation the hearing 
of the patient is almost normal. 

This film was awarded a prize as one of the best ten 
medical films of the year at the Entretiens de Bichat, 
Paris, 1959. 


Duration: 17 minutes. 


Chronic Cor Pulmonale in the Emphysematous 
Patient 


Dr. M. Tartulier (Service de Cardiologie de ]’Hépital 
St. Joseph, Lyons). 

The film offers a physiopathological study of chronic 
cor pulmonale. The progress of the disease is shown in 
three characteristic stages together with the clinical 
findings. 

(2) preliminary stage—primary or secondary pulmon- 

ary emphysema; 

(b) chronic cor pulmonale with compensated heart 

(“stade prémonitoire”) and 

(c) decompensated cor pulmonale. 

Diagnostic methods and special examinations are 
shown in detail: pulmonary efficiency test, blood-gas 
analysis, X-ray examination, electrocardiographic in- 
vestigation and cardiac catheterization. Pathological 
and anatomical findings complete the presentation of 
the clinical picture. 

The aim of treatment is the improvement of alveolar 
ventilation. In addition to oxygen the administration 
of antibiotics, corticosteroids and aminophylline is 
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advised. Cardiac glycosides (Cedilanid®, Acylanid\) 
are indicated to combat insufficiency of the right 
ventricle. Special breathing exercises are directed «t 
overcoming the difficulty of expiration. By strengthen- 
ing the abdominal muscles, and suitable instruction, the 
patient is able to reverse the respiratory cycle renderir.g 
expiration active and inspiration passive. 

Exact knowledge of the physiopathology of chronic 
cor pulmonale has made it possible to achieve a marked 
decrease in the mortality rate for this disease. 


Duration: 20 minutes. 


The Story of Oxytocin 


Prof. W. C. Nixon (University College Hospital, | 


London). 

With the synthesis of oxytocin in 1953 du Vigneaud 
accomplished the first complete synthesis of a polypep- 
tide hormone. Shortly afterwards, in the Sandoz 
laboratories, a method was developed for the synthesis 
of oxytocin on an industrial scale. This led to the 
introduction of Syntocinon®, a pure oxytocin prepara- 
tion which is free from vasopressin. 


The tilm shows us first the pharmacological basis of 


oxytocin: the classical experiment on the cat’s uterus 
in situ, by which Sir Henry Dale demonstrated the 
uterotonic activity of a posterior pituitary extract; 
biological standardization of oxytocin by recording its 
effect on blood pressure in the cockerel and the con- 
traction of the isolated rat uterus; the induction of 
labour in the rabbit at term and the action of oxytocin 
on the mammary gland of the lactating rabbit under 
urethane anaesthesia; the anti-diuretic and hypertensive 
effect of vasopressin on the rat and the spinal cat is also 
demonstrated. In clinical medicine Syntocinon is used 
mainly for the induction of labour and in inadequate 
uterine effort. It is also used for the prophylaxis and 
therapy of postpartum haemorrhage. ; 

Dr. C. W. Theobald demonstrates his method of 
intravenous. drip infusion of oxytocin and Dr. C. N. 
Smyth, using the tocograph, carries out the oxytocin 
sensitivity test to determine the probable time of the 
onset of labour. 

A sequence showing the administration of Syntocinon 
by intranasal spray to induce lactation in the engorged 
breast and for the prophylaxis of mastitis is also included 
in the film. 

Grand Prix awarded by La Presse Médicale, Paris, 1961. 


Duration: 23 minutes. 


Swiss Dhaulagiri-Himalaya Expedition 1958 


In the spring of 1958 a small group of young Swiss 
mountaineers set off on a long and adventurous journey 
across countries and continents towards an ambitious 
goal: Dhaulagiri, 26,795 ft. high and at that time the 
highest unclimbed peak in the Himalayas. Our film 
is a record of the most impressive stages of the attempt. 

During the course of the expedition Dr. K. Winter- 
halter examined the effect of Ferronicum® on the 
haemoglobin of some of his fellow climbers. Coim- 
parison with a control group shows the importance of 
an adequate supply of iron, especially when the organism 
has to undergo the great demands made on it by she 
climbing of a peak over five miles high. - 

Blizzards and avalanches forced the climbers to turn 
back not 2,000 ft. from the summit. It was only on the 
13th of May, 1960, that another Swiss expedition, 
helped by a transport plane and blessed by fine weather, 
succeeded in conquering Dhaulagiri. 


Duration: 27 minutes. 
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ABSTRACTS 


OPTIMAL DOSE OF STREPTOMYCIN IN PULMONARY 
TUBERCULOSIS 


The authors* give a preliminary report on an assess- 
ment of methods of diminishing vestibular damage 
from streptomycin by using a smaller daily dose or 
adding pantothenic acid to streptomycin in the nor- 
mal dose. 

Patients received initially sodium p-aminosalicylate, 
12 g. daily for 6 weeks. After leaving hospital they 
took streptomycin and isoniazid daily except on Sun- 
days. Three different regimens were used, viz. 
streptomycin sulphate, 1 g. daily, with isoniazid, 1 
g. in 2 divided doses and pyridoxine, 50 mg. twice 
daily; streptomycin sulphate, 1 g. daily, with panto- 
thenic acid, 150 mg. daily and isoniazid, 100 mg. 
twice daily; and streptomycin sulphate, 0.75 g. daily, 
plus isoniazid, 100 mg. twice a day. 

The clinical improvement of all patients was satis- 
factory and, at the time of writing, 56 had com- 
pleted 18 months’ chemotherapy. 

A preliminary analysis of the radiological results 
for the first 88 patients who had completed 9 
months’ treatment showed similar degrees of im- 
provement. 

There is no evidence so far that a daily dose 
of 0.75 g. of streptomycin sulphate is inadequate 
for treating active pulmonary tuberculosis. Panto- 
thenic acid did not prevent or diminish vestibular 
damage due to streptomycin, but decreasing the daily 
dose of streptomycin to 0.75 g. nearly abolished this 
serious complication. 

Vertigo of a degree to require cessation of strepto- 
mycin developed in 28 (219%) patients. The in- 
* Johnston, R. N., Smith, D. H., Lockhart, W. and 

Ritchie, R. T. (1961): Brit. Med. J., 1, 105 (14 

January). 


cidence of vertigo was 32% in the first group, 26% 
in the second and 4% in the group receiving 0.75 g. 
of streptomycin. Streptomycin Viules, Boots were 
used in this trial, which is still in progress; final 
results will be published later. 


METHAQUALONE AS A HYPNOTIC 


This investigationt was designed to assess the rela- 
tive merits of methaqualone (Melsedin, Boots) and 
a standard dose of cyclobarbitone; 72 women and 
21 men aged from 32 to 74 years, who were under 
treatment in general medical wards for a wide range 
of diseases and who required hynotic drugs, were 
selected for the trials. Three clinical trials were 
carried out by the same method. The 2 drugs to 
be compared were dispensed as white sugar-coated 
tablets identical in appearance, their contents being 
unknown to the patients, nurses or clinicians. In 
the first trial tablets each containing 150 mg. of 
methaqualone were compared with a placebo. In 
the second trial, tablets each containing 150 mg. of 
methaqualone were compared with tablets contain- 
ing 200 mg. of cyclobarbitone and in the third 
trial tablets containing 300 mg. of methaqualone 
were compared with tablets containing 200 mg. of 
cyclobarbitone. 

All the results were examined statistically by 
sequential analysis as described by Bross (Biometrics, 
1952, 8, 188). The conclusions were that methaqua- 
lone (Melsedin, Boots) was a reliable hypnotic dis- 
tinguishable from a placebo in a double blind trial; 
150 mg. is as effective as 200 mg. of cyclobarbitone, 
whilst 300 mg. is superior to 200 mg. of cyclo- 
barbitone. 


+ Parsons, T. W. and Thomson, T. J. (1961): Brit. 
Med. J., 1, 171 (21 January). 


PREPARATIONS AND APPLIANCES 


TwIsToN 


Westdene Products (Pty) Ltd. announce the introduc- 
tion of Twiston, the new tailor-made antihistamine from 
the Research Laboratories of McNeil of America. 

Twiston, a highly potent antihistamine, is the active 
isomer of racemic carbinoxamine. Twiston is twice as 
active as the parent substance, so that therapy requires 
only half the dose previously found effective. Since the 
required dosage is halved, side effects—particularly 
drowsiness—are negligible or absent. Twiston has an 
extremely wide margin of safety between therapeutic 
dose and toxic dose. No abnormalities in blood counts 
or urinalyses have been reported. No evidence of any 
toxicity has been reported. 

The therapeutic response to Twiston lasts from 4 to 6 
hours, permitting convenient scheduling of doses and 
making effective the use of a Twiston R-A (Repeat 
Action) tablet for administration at 8- to 12-hour 
intervals. 

Twiston (retoxamine) McNeil is supplied in bottles 
of 30 or 100 2-mg. scored tablets. 


Twiston R-A (Repeat Action retoxamine) is supplied 
in bottles of 20 or 100 4-mg. tablets. 


Further information may be obtained from the sole 
South African distributors, Westdene Products (Pty) 
Ltd., P.O. Box 7710, Johannesburg. 


PHOLTEX 


A UNIQUE LONG-ACTING ANTITUSSIVE 


Riker Laboratories announce their unique long-acting 
anti-tussive, Pholtex. 

In Pholtex the well-known ion-exchange principle of 
slow release (as used in Durophet and Anorexine) 
has been applied to the generally approved substance, 
pholcodine. 

A telatively new antihistaminic, phenyltoloxamine, 
has been added, also in slow-release, resinated form. 
The widespread use of antihistamines in specially pre- 
pared cough linctuses is evidence of the beneficial effect 
of their secondary antispasmodic action. Moreover, 
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it has recently become known* that antihistamines can 
potentiate the activity of antitussive agents. Phenyl- 
toloxamine is one of the least toxic of the antihistamines 
and, additionally, is virtually devoid of sedative proper- 
ties. 

Pholtex controls unproductive coughing (without 
suppressing voluntary, productive cough) for the whole 
day or the whole night, from a single dose. Owing to 
the low dosage (4 ml.) and long duration between doses, 
prescribers are urged to prescribe 40 ml. only, for the 
average case. 

Dosage: Adults, 4 ml. (one teaspoonful) night and 


morning. 

Children, 2-4 ml. (half to one teaspoonful), according 
to age. 

Itis important that the special thixotropic vehicle (used 
in Pholtex) should not be diluted when dispensing. 

Packs: Bottles of 40 ml., 120 ml. (dispensing pack) 
and a Hospital size of 512 ml. 

Literature and trial material available on application 
to: Riker Laboratories Africa (Pty.) Ltd., P.O. Box 3388, 
Cape Town. 

*Townsend, E. H. (1958): New Engl. J. Med., 258, 63. 


HEKA 


A MODERN SMALL SIZE CENTRIFUGE WITH A HIGH 
GRADE PERFORMANCE 


This centrifuge is fitted with a 4-speed rheostat giving 
speeds up to 5,000 r.p.m. 

A special feature is that, owing to its special con- 
struction, taring of tubes is unnecessary. This is not 
only time saving, but reduces wear and tear. The 
result is a smooth running and almost completely 
noiseless instrument, entirely free of vibration. Being 
of sturdy build, the centrifuge will give long-lasting 
service. 


It also has a built-in interference eliminator. 

Capacity: Angle head 4, 6 or 8x 15 ml. Also available 
with swing-out head 2 x 15 ml. or 4.x 15 ml. 

Voltage: 220 or 250 volt. 

The Heka is economically priced and is ideal for 
busy practitioners and small laboratories. 

Made by B. H. G., West Germany. 

Full information and descriptive material on Heka 
{and larger models) available from: 

Optolabor (Pty.) Ltd.,- 215 Rand Central, Jeppe 
Street, P.O. Box 1820, Johannesburg. (Telephone: 
22-4907). 
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Roro-UN1 CENTRIFUGE 


ESPECIALLY SUITABLE FOR PATHOLOGISTS, HOSPITAL 
LABORATORIES, CLINICS, ETC, 


New original design renders taring of glasses unneces- 
sary. It is sufficient to fill glasses to visible eye level. 

- Solid construction. Ex- 
tremely sturdy, universai 
ball-bearing motor, per- 
manently lubricated, al- 
lowing for continuous 
operation for 12 hours or 
more. 

Stepless speed control 
switch regulates revolu- 
zero and 

ighest speed. 

vibra- 
tionless performance. 

Voltage Available: 220 
or 250 volt. 

Built-in interference suppressor. 

Accessories Available: Heads and attachments from 
4 x 50 ml. down to 12 x 15 ml. and 28 x 7 ml. 

Liquid Tachometer. 

Full information, descriptive material and complete 
range of centrifuges available from: 

Optolabor (Pty.) Ltd., 215 Rand Central, Jeppe 
Street, P.O. Box 1820, Johannesburg. (Telephone: 
22-4907.) 


B.H.G. HAanp CENTRIFUGE 


For those not requiring a centrifuge very often, the 
B.H.G. model illustrated will give satisfactory and 
long-lasting service. 


Capacity: 2 x 15 ml. tube head. Transmission 1-16. 


Double screw bench fitting. 

Moderately priced. 

Optolabor (Pty.) Ltd., 215 Rand Central, Jeppe 
Street, P.O. Box 1820, Johannesburg. (Telephonz: 
22-4907.) , 
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CEPACOL 


A NEW ANTI-BACTERIAL MOUTHWASH AND GARGLE 


Cepacol is the name of a new antibacterial lozenge and 
mouthwash and gargle issued by Mer-National Labora- 
tories (Pty.) Ltd. 

Deep Anti-Bacterial Action, Cepacol contains 
Ceepryn (cethylpyridinium chloride), a new non- 
antibiotic antiseptic with a deep anti-bacterial action 
that penetrates the mucous barrier and kills a wide 
range of bacteria in 15 seconds. This bactericidal 
action lasts up to 3 hours after use. Among the bacteria 
cestroyed by Cepacol are those commonly causing 
mouth and throat infections such as pharyngitis, 
tonsillitis, etc. 

Effective Against Fungus Infections. Cepacol is equally 
eTective against fungus infections. Monilia albicans 
is killed on contact. In addition, Cepacol contains 
benzyl alcohol which has a powerful, soothing action. 

Cepacol tastes pleasant and leaves the mouth 
refreshed and clean—the gentle detergent action 
flushes out retained food particles and destroys odour- 
producing bacteria. Cepacol is virtually non-toxic 
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and non-sensitizing. It can be recommended even for 
young children. 


ANTIBACTERIAL 
THROAT LOZENGES 


Cepaecol 


Deep p g action provid 
quick, soothing relief... for sore 
and irritated throats 


Packs: Lozenges: Box of 24 (strip-packed); Counter- 
pack (12 boxes of 24). 

Mouthwash and Gargle: Bottle of 8 fl. oz. 

Manufactured: Under the control of the Wm. S. 
Merrell Co., Cincinnati, U.S.A. 

Marketed in South Africa by: Mer-National Lab- 
oratories (Pty.) Ltd., P.O. Box 6742, Johannesburg. 


REVIEWS OF BOOKS 


OBSTETRIC TECHNIQUE 


Atlas of Obstetric Technic. J. Robert Willson, 
M.D., M.S. (1961. Pp. 301 + Index. With 
Illustrations. De Luxe Edition, R12.35). 

St. Louis: The C. V. Mosby Company. 
Obtainable from local booksellers. 


This de luxe edition Atlas fills a gap in obstetric 
training and is a splendid work. It fights the good 
fight and is devoid of the sort if evil that might 
subvert the tyro. 

The illustrations are drawings in black-and-white, 
and are excellent. The cost to have them in colour 
would have been prohibitive, and would have served 
no purpose, for the drawings show everything that 
is relevant; but the book is more than a collection 
of drawings, for the author has included text that 
covers management of difficult labour, certain mor- 
phological features, indications for procedures, post- 
operative treatment and even anaesthesia. 

The only criticism that can be made is minor. 
It is given here in order to reflect the high quality 
of a work otherwise free of blemish. It is irritating 
to read about ‘position’ when ‘presentation’ is 
meant. We all speak of a part presenting and thus 
of a presentation. Why in the United States is it 
not, e.g. face ‘ presentation’ and posterior (mentum) 
‘position’? The author speaks of vertex, breech, 
brow and face ‘ position,’ but also of posterior and 
transverse ‘ positions’ for these parts. Transverse lie 
is promoted to ‘presentation.’ Teachers must be 
meticulous if they wish to avoid confusion. A student 
repeats barbarisms and may as well be uttering 
refinements. The student material is sound and 
teachers should be jealous of their own performance. 
The Americans have that master J. P. Greenhill to 
set their conventions. 

One was shocked to find the omission, under 
Requirements for Forceps Delivery, of the fact that 
uterine contractions must be present. Breech and 
occipito-posterior problems are so much of the 
essence of obstetrics, that one would want to advise 
that the section treating of extended arms should 
be improved: there is rather a skeleton in the cup- 
board in X of plate 35 where the forecoming foetal 


body is rotated through 180 degrees towards the 
side of the foetal abdomen. 

This review volume will be given to our students 
as they rotate in residence in the maternity hospital, 
and subsequent volumes will be used in conjunction 
with the laboratory classes in practical obstetrics. 
Such a decision amounts to a recommendation: 
locally this Atlas will be added to the list of recom- 
mended books for undergraduates. All libraries 
should acquire this work. 


PAEDIATRIC BLOOD DISEASES 


Blood Diseases of Infancy and Childhood. By 
Carl H. Smith, M.A., M.D. (1960. Pp. 535 + 
Index. With 51 Illustrations. R14.45). 

St. Louis: The C. V. Mosby Company. 


At first glance it would seem an unnecessary luxury 
to possess or even read a book on blood diseases 
in children. However, closer scrutiny shows this to 
be a most valuable deviation from standard haema- 
tological texts. The usual introductory chapters on 
origin and development of cells, morphology, 
nomenclature and technique are pruned to a bare 
minimum and one can, almost without any preamble, 
come to grips with an intelligent and satisfying 
account of blood diseases. 

On the whole the book is a well balanced and 
up-to-date presentation of paediatric haematology, 
invaluable both to the laboratory worker and to the 
paediatrician. The chapters on Jaundice, Erythro- 
blastosis, Hereditary Haemoglobinopathies and 
Leukaemia, in particular, are excellent. Conditions 
such as Jaundice and Erythroblastosis are discussed 
in much greater detail than would be possible in 
the usual textbook. Treatment of most conditions is 
discussed meticulously and a chapter on Transfusions 
is most useful. 

One regrets the absence of a detailed chart con- 
taining all the normal ranges of haematological 
data at different ages. Such a chart would be con- 
stantly referred to and would be most helpful. 

The book inevitably reflects the interests of Pro- 
fessor Smith. The chapters on Coagulation Dis- 
orders and Purpuras show some flagging from the 
high standards of the earlier portions of the book, 
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but these criticisms do not in any way detract from 
the fundamental value of this fine volume, which 
would be an asset to any library and amply repays 
close study. 

The printing, binding and pictures are of the 
usual high standard we have come to associate with 
the best American publications. 


SURGICAL DISEASES OF THE CHEST 


Surgical Diseases of the Chest. Ed. by Brian 
Blades, M.D. (1961. Pp. 571 + Index. With 
267 Illustrations. R18.70). 

St. Louis: The C. V. Mosby Company. 
Obtainable from local booksellers. 


This book helps swell the rapidly increasing ranks 
of thoracic surgical and cardiac textbooks. The author 
was recently President of the American Society of 
Thoracic Surgeons and is well renowned. There are 
ot aca each a well-known specialist in his 
eld. 

The subject matter covers the whole range of 
thoracic surgical diseases, including the basic physio- 
logy, pre- and postoperative care and special diag- 
nostic procedures in the selection of patients for 
cardiac surgery. The opinions expressed are those 
acceptable to thoracic surgeons generally, while the 
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chapters on the more modern cardiological advances 
are as up-to-date as is possible in any textbook. The 
surgery of repair and replacement of acquired valve 
disease will no doubt alter with better technique 
and materials. 

This is a work of 570 pages, well set out, on 
good quality paper with a large number of excellent 
illustrations. These add enormously to the ease of 
reading and understanding. As such this book is 
acceptable to the undergraduate and postgraduate 
alike and will provide either with the complete 
know-how in thoracic surgery. 

If the author could be faulted at all it is for 
omitting a chapter on ‘medical’ lung conditions, 
such as the Reticuloses, Hamman Riche Syndrome, 
etc. which play an important role in differentia! 
diagnosis, and which should be well known to the 
thoracic surgeon. In the section on Tumours of the 
Lung, arthralgias, neuritides and psychoses should 
have been covered as a symptom—often the pre- 
senting symptom, in bronchogenic carcinoma. The 
relationship of malignant mesothelioma to asbestos 
and the increasing frequency with which it is being 
encountered is worthy of mention. 

This is an excellent book and should be on the 
shelves of all medical libraries as well as of those 
interested in this field. 


CORRESPONDENCE 


MEDICAL PHOTOGRAPHY 


To the Editor: I was interested to read Mr. A. M. 
Shevitz’s article on Some Aspects of Medical Photo- 
graphy in Medical Proceedings, 20 May 1961, and 
hope that it will further the interest in medical 
photography and show the usefulness of this service. 

I would like to point out, however, that the 
members of the medical photographic staff in Eng- 
land are not known as technicians. Photographers 
preparing for the Final Examination of the Institute 
of British Photographers must already hold the Pre- 
liminary and Intermediate examinations, which 
means they are fully qualified photographers, prob- 
ably having attended a 2-year course. 

A photographer passing the Final Examination 
in Medical Photography has a considerable know- 
ledge in medicine as well as photography, theory 
and practice, and comes under the medical staff as 
Medical Photographer, Grade I, II, Senior, etc. 

I hope that soon there will be training centres 
in the Union for people wishing to take up medical 
photography. There is great scope for this work 
provided the standard is high and the qualifications 
of a medical photographer recognized. 

Tina R. Morison, A.R.P.S. 
(Assistant Photographer, Groote Schuur 
Hospital). 
Department of Clinical Photography, 
Groote Schuur Hospital, 
Observatory, Cape Town. 


ORTHOTOYS 


A MEANS OF BRINGING EFFECTIVE POSTURE TRAIN- 
ING TO CHILDREN BY WAY OF PLAY-APPARATUS 
DESIGNED ACCORDING TO ORTHOPAEDIC PRINCIPLES 


To the Editor: A challenging walk over a narrow 
bridge, the to-and-fro of swinging through the air, 
a steep climb to the top followed by a swift descent 
down a slide, those are exercises a young child 
enjoys. They can be made the starting point for his 
physical training. 

The teaching of Detleff Neumznn-Neurode in 


Berlin, after the First World War, roused interest 
in the principle of bringing physical education as 
early as possible into a child's development. His 
well-known ‘flat foot ladder’ and his ingenious 
“neckswing ’ stimulated the design of more remedial 
apparatus that would challenge the child to hard 
action which was both enjoyable and corrective. 

Whether the aim is good general development, 
specific correction or rehabilitation, exercises on 
remedial play-apparatus (Orthotoys) seem to be parti- 
cularly suited to produce good results. The choice 
and the design of the toys are of prime importance. 
They allow correct or slightly over-corrected positions 
only. Their good effect results from frequent oppor- 
tunities to practise on the apparatus. 

To build the arch and to strengthen the ankle, 
an obstacle path is used formed by a narrow path- 
way of pebbles, a stretch of big stones, a row of split 
poles of varying heights, a steep ascent on a ladder 
allowing the ‘use of the toes only, a walk down on 
a board which throws the body-weight onto the outer 
borders of the feet and a run on a tree trunk ending 
with a long jump. Repetition brings better balance, 
more speed and the satisfaction of mastering whet 
was difficult at first. Soon the child is ready for more 
daring tasks, such as swinging, suspended horizon- 
tally on supports provided for the back of the head 
and the toes only, or hanging, head down, from 
the dorsum of his well drawn-up feet. (NN Foo:- 
trapeze). This may be difficult and hard work, but 
it certainly is of great interest to the child and pro- 
vides fun. Most important, it constitutes effective 
posture training! 

Variation is one keynote. Safety, provided by mats 
and suitable supports, is another. Simplicity and 
cheapness of design are desirable; the decisive factor, 
however, is effectiveness. To achieve it prolonged 
experiments and research are needed. They can well 
be carried out in nursery and primary schools, if 
doctors are getting interested. 

Mrs. Agnes Wenham, 
Registered Physiotherapist. 
27, Sixth Avenue, 
Parktown North, Johannesburg. 
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